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Medical  Social  Service  in  Prevention  of 

Blindness 

M.  Antoinette  Cannon,  Chairman 

Chairman  Cannon:  I  want  to  express  on  behalf  of  the  medical 
social  workers  once  more,  as  we  often  have  expressed,  our  apprecia- 
tion of  what  the  National  Society  for  the  Prevention  of  Blindness 
is  doing  in  co-operation  with  us  in  their  program  for  medical  social 
work  in  connection  with  the  blind  and  the  prevention  of  blindness. 
Medical  social  workers  as  well  as  others  who  are  interested  in  the 
problem  of  blindness  are  grateful  for  the  opportunity  which  the 
Society  gives  us  to  get  together,  to  hear  what  is  going  on  in  different 
parts  of  the  world,  and  to  discuss  the  problems  in  which  we  are  all 
so  deeply  concerned. 

We  have  three  papers  this  morning  and  they  cover  a  fairly  wide 
scope.  The  first  speaker  is  Mr.  Hurlin,  who  is  well  known  to  us  for 
the  help  he  has  given  to  the  medical  social  workers  in  their  prob- 
lems of  recording  and  keeping  count  of  what  they  do. 


The  Use  of  Standard  Record  Forms  in  Care  of  the  Blind 
and  Prevention  of  Blindness 

Ralph  G.  Hurlin,  Ph.D. 

Director,  Department  of  Statistics,  Russell  Sage  Foundation 

Being  neither  physician  nor  social  case  worker,  it  is  with  some 
hesitation  that  I  attempt  to  offer  this  group  advice  on  record 
keeping.  I  should  like  to  say  at  the  outset  that  I  shall  speak  only 
with  respect  to  records  that  have  something  to  do  with  statistics. 
I  should  also  explain  that  I  am  here  as  a  representative  of  a  com- 
mittee on  statistics,  sponsored  by  the  National  Society  for  the 
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Prevention  of  Blindness  and  the  American  Foundation  for  the 
Blind,  which  has  concerned  itself  during  several  years  with  the 
problem  of  improving  statistics  relating  to  blindness. 

I  do  not  need,  perhaps,  to  call  your  attention  to  the  fact  that 
statistics  relating  to  the  blind  and  to  sight  conservation  are  not  all 
that  they  should  be.  I  might  refer  you,  as  did  Miss  Kerby  in  a 
paper  given  at  this  meeting  last  year,  to  the  statistics  of  the  blind 
of  the  Federal  Bureau  of  the  Census.  Since  1830,  or  for  more  than 
a  century,  attempts  have  been  made  in  connection  with  each 
decennial  census  to  enumerate  the  blind  population,  and  in  con- 
nection with  recent  censuses  very  detailed  statistics  concerning  the 
number  and  characteristics  of  the  blind  have  been  produced.  The 
very  costly  effort  expended  in  collecting  these  data  and  in  analyzing 
and  publishing  them  has  been  largely  wasted  because  sufficient 
thought  was  not  given  to  planning  how  reliable  data  could  be 
collected.  It  is  probable  that  if  sufficient  care  had  been  given 
before  these  extensive  surveys  were  launched,  they  would  not  have 
been  made.  In  fact,  it  is  now  the  conclusion  of  the  Census  Bureau 
that,  hereafter,  no  attempt  should  be  made  to  collect  statistics  in 
this  field  in  connection  with  the  general  population  censuses.  Be- 
cause the  Census  Bureau's  enumerations  have  always  been  faulty, 
the  figures  showing  the  number  of  the  blind  fail  utterly  to  show 
what  are  the  comparative  rates  of  blindness  in  different  parts  of  the 
country.  For  the  same  reason,  they  fail  to  furnish  any  benchmark 
by  which  we  could,  if  we  were  to  collect  more  adequate  figures  now, 
make  comparisons  with  the  past  and  say  whether  the  incidence  of 
blindness  is  greater  or  less  now  than  at  an  earlier  time. 

There  are  now  in  many  states,  state  commissions  or  bureaus 
responsible  for  conducting  work  for  the  blind,  and  some  of  these 
state  agencies  have  attempted  to  collect,  analyze  and  publish 
figures  concerning  the  incidence  of  blindness;  but,  chiefly  perhaps 
because  of  their  small  financial  resources,  their  figures  do  not 
adequately  record  the  amount  of  blindness  for  purposes  of  compar- 
ing rates  or  the  changes  in  the  character  of  the  blind  population. 
Similarly,  when  we  examine  the  statistics  of  eye  clinics  we  find 
incomplete  and  incomparable  statistics  which  are  of  little  or  no  use 
for  determining  trends  in  the  amount  and  character  of  clinic  service 
in  sight  conservation. 
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For  lack  of  a  simple  statistical  plan,  neither  the  public  in  general 
nor  most  of  those  engaged  in  these  services,  are  aware  of  the  extent 
of  service  rendered  by  eye  clinics,  much  less  of  the  results  of  such 
services.  In  this  city,  the  Welfare  Council  tells  us,  there  are  some 
61  eye  clinics  operated  by  medical  institutions,  in  addition  to  the 
school  clinics  of  the  health  department.  The  Welfare  Council's 
figures  indicate  that,  without  including  the  school  clinics,  as  many 
as  260  eye  clinic  sessions  are  held  weekly,  varying  in  length  from 
three  or  four  hours  to  all  day  sessions,  and  the  estimate  of  bene- 
ficiaries is  from  16,000  to  17,000  per  week.  These  figures  resulted 
from  a  special  canvass  of  eye  clinics  three  years  ago,  and  there  are 
no  figures  currently  compiled  to  show  how  these  services  have 
fluctuated  during  the  depression,  nor  are  any  figures  available  to 
show  for  the  city's  eye  clinic  services  as  a  whole  what  are  the  char- 
acteristics of  the  cases  served  or  the  causes  of  the  eye  disabilities 
presented  and  treated. 

There  is  great  need,  it  seems  to  me,  for  the  social  and  medical 
workers  who  are  conducting  eye  clinic  services  to  pool  their  think- 
ing and  agree  upon  at  least  minimum  standards  for  keeping  rec- 
ords from  which  such  statistics  can  be  prepared  as  a  matter  of 
routine. 

It  seems  almost  unnecessary  to  emphasize  the  importance  of 
standardizing  records  for  this  purpose,  and  yet  there  is  among 
social  agencies  a  certain  resistance  against  attempts  to  standardize. 
There  are  many  persons  in  social  work  who  have  a  fixed  attitude 
toward  attempts  to  standardize.  They  assume  at  once  either  that 
a  standard  plan  will  go  too  far,  that  it  will  impose  record  keeping 
in  which  they  are  not  interested  or  which  they  cannot  afford,  or 
else  that  it  will  propose  too  little  and  that  by  consenting  to  adopt 
a  standard  plan,  they  will  be  limited  in  the  extent  to  which  they 
can  go  in  keeping  records  that  will  be  useful  to  them. 

There  is  some  justification  for  both  these  points  of  view.  The 
unbridled  statistician  may  suggest  statistical  plans  that  are  out  of 
reason.  I  was  told  only  a  few  days  ago  of  a  medical  social  work 
organization  in  this  city,  in  which,  it  was  said,  the  medical  social 
workers  spend  about  one  hour  each  day  preparing  statistics  of  the 
day's  work.  That  indicates  an  inefficient  statistical  plan  and  invites 
challenge  at  once. 
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It  is  true  that  sometimes  adoption  of  a  standard  procedure  does 
interfere  with  series  of  statistics  that  are  already  being  compiled, 
and  here  the  individual  agency  must  ask,  "Is  it  more  worth  while 
to  continue  the  established  series  than  to  compile  figures  which  can 
be  compared  with,  and  which  can  be  added  together  with  the 
figures  of  other  agencies?"  For  an  eye  clinic  the  answer  to  that 
question  would  be  determined  in  part  by  how  much  assurance  could 
be  given  that  the  new  plan  would  produce  comparable  and  con- 
tinuous statistics  that  would  show  trends  in  volume  of  service,  in 
types  of  cases  cared  for  and  in  causes  of  the  defects  responsible  for 
the  conditions  treated. 

Being  a  statistician  and  a  member  of  committees  that  have 
recommended  standard  plans  for  statistics,  I  think  any  standard 
plan  should  be  challenged  by  the  group  for  which  it  is  proposed 
and  should  meet  certain  tests  if  it  is  worthy  of  acceptance.  I 
should  suggest  three  criteria.  First,  the  plan  should  be  sound ;  that 
is,  it  should  produce  reliable,  comparable  statistics.  Second,  it 
should  produce  statistics  which  are  needed.  I  might  go  even  further 
and  say  that  it  should  be  possible  to  devise  a  standard  system  that 
would  be  of  use  not  only  to  the  community,  but  to  the  individual 
agency  and  the  worker  who  keeps  the  original  records — provided 
the  agency  and  the  worker  are  concerned  with  the  scientific  aspects 
of  this  work.  Third,  the  system  must  be  reasonably  economical. 
It  should  not  require  a  disproportionate  amount  of  staff  time  or 
expense. 

One  of  the  difficulties  in  collecting  statistics  of  blindness  has  been 
the  lack  of  common  consent  as  to  what  we  mean  when  we  speak  of 
blind  people.  This  has  been  one  of  the  difficulties  in  census  enumer- 
ations. Sometimes  total  blindness  is  referred  to;  sometimes  inabil- 
ity to  read  with  glasses  or  to  see  enough  to  carry  on  a  usual  occupa- 
tion. Evidently  there  are  degrees  of  blindness,  or  of  vision,  which 
need  recognition  in  recording  statistics  of  the  blind. 

I  should  now  like  to  call  attention  to  standard  record  procedures 
recommended  by  two  agencies,  which  might,  I  believe,  be  of  much 
value  if  adopted  generally  by  eye  clinics :  the  Committee  on  Statistics 
of  the  Blind  and  the  New  York  State  Department  of  Social  Welfare. 
The  Committee  on  Statistics  of  the  Blind  has  devised  several 
standard  procedures  intended  to  improve  statistics,  which  should 
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be  known  by  workers  in  eye  clinics.  This  Committee  has  suggested 
a  standard  scale  for  recording  degree  of  vision  by  means  of  which 
it  would  be  possible  for  all  eye  clinics  or  other  agencies  caring  for 
persons  with  eye  defects  to  classify  their  clients  uniformly  as  to 
degree  of  vision. 

A  second  standard  procedure  that  the  Committee  has  worked 
upon  relates  to  causes  of  blindness.  Blindness  results  from  a  defect 
in  a  physical  apparatus,  and  when  we  speak  about  a  cause  of 
blindness,  we  may  be  speaking  about  the  part  of  the  physical 
apparatus  that  is  affected  or  about  the  disease  which  has  affected  a 
particular  part  of  the  eye.  It  is  surprising  how  commonly  this 
distinction  has  been  ignored  in  the  preparation  of  statistics  concern- 
ing the  causes  of  eye  defects.  After  considerable  study  and  consul- 
tation with  ophthalmologists,  the  Committee  has  proposed  a  stand- 
ard, two-fold  scheme  for  classifying  blindness  by  both  topographical 
and  etiological  cause.  In  order  to  demonstrate  the  practical  value 
of  this  procedure,  the  Committee  has,  through  the  efforts  of 
C.  Edith  Kerby  of  the  Society  for  the  Prevention  of  Blindness  and 
Evelyn  C.  McKay  of  the  American  Foundation  for  the  Blind, 
actually  collected  statistics  of  causes  of  blindness  for  the  past  two 
years  from  schools  for  the  blind  throughout  the  country.  The 
statistics  for  1933-34  have  been  published,  and  those  for  1934-35 
are  in  preparation  for  publication.  Thus,  for  the  first  time  these 
schools  for  the  blind  have  comparable  figures  on  causes  of  blindness 
of  their  pupils.  While  the  statistics  are  not  perfect — for  there  is 
more  to  having  perfect  statistics  than  merely  adopting  a  standard 
list  of  categories — they  are  of  great  value  in  indicating  much  more 
reliably  than  has  been  possible  before  the  relative  importance  of 
different  causes  of  blindness  among  young  blind  persons.  There  is 
hope  that,  as  the  diagnosis  of  causes  is  perfected  and  as  recording 
of  causes  becomes  a  more  regular  practice  of  examining  physicians, 
this  effort  among  the  schools  will  result  in  thoroughly  reliable  data 
on  causes  of  blindness. 

Another  method  on  which  this  Committee  has  worked  concerns 
the  original  record  of  the  diagnosis.  The  Committee  has  been 
interested  in  this  primarily  because  adequate  original  records  of 
diagnosis  are  necessary  if  we  are  to  have  good  statistics  of  causes. 
A  standard  form  for  report  of  the  physician's  examination  has  been 
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devised,  which  provides  space  for  identification  of  the  patient,  for 
record  of  degree  of  vision,  and  for  the  diagnosis  of  both  the  topo- 
graphical and  the  etiological  cause.  The  form  also  provides  space 
for  the  recommendation  of  the  physician  as  to  what  can  be  done 
and  what  should  be  done  for  the  patient. 

The  Committee  believes  that  eye  clinics  might  benefit  by  know- 
ing of  this  form.  It  should  be  of  use  in  referring  patients  from  the 
clinic  to  other  institutions  and  perhaps  wider  use  of  the  form  can 
be  made  within  the  clinic  itself.  If  you  are  interested  in  obtaining 
reliable  statistics  of  causes  of  eye  conditions  in  your  clinics,  statis- 
tics which  over  a  period  of  time  will  reveal  the  changing  importance 
of  particular  diseases,  some  systematic  procedure  must  be  adopted 
to  obtain  full  and  regular  recording  of  diagnosis  of  the  conditions  of 
patients  treated.  Such  systematic  recording  of  diagnosis  is  not,  I 
assume,  a  characteristic  of  the  majority  of  eye  clinics  at  present. 
Few  clinics,  for  example,  would  be  able  now  to  say  what,  if  any, 
effect  the  past  five  years  of  economic  depression  has  had  on  eye 
conditions  treated  in  the  clinic. 

The  other  standard  procedure  to  which  I  wish  to  refer  very 
briefly  is  provided  by  the  New  York  State  Department  of  Social 
Welfare.  I  was  very  much  surprised  to  learn  a  short  time  ago  that 
since  1868  this  department  of  the  state  government  has  been  col- 
lecting and  publishing  annual  statistics  of  dispensaries,  including 
the  number  of  patients  treated.  Since  1899  the  Department  of 
Social  Welfare  has  had  in  effect  regulations  concerning  the  conduct 
of  work  in  dispensaries  in  New  York  State,  which,  of  course,  include 
eye  clinics.  The  rules  now  in  effect  under  the  State  Charities  Law 
provide  that  in  each  dispensary  not  operated  for  profit,  an  admis- 
sion record  shall  be  kept  for  each  patient,  giving  the  date,  name, 
number,  address,  age,  sex,  occupation,  clinic  to  which  assigned,  and 
other  information  concerning  each  patient  admitted  to  the  dispen- 
sary. It  is  also  required  that  a  diagnosis  and  history  record  must 
be  kept  on  file,  which  shows  the  date  of  each  visit  of  the  patient 
and  the  treatments  administered. 

The  state  has  given  little  attention  to  these  records  but  has  re- 
quired annual  reports  from  dispensaries  of  the  number  of  patients 
treated  in  clinics,  the  number  of  visits  of  patients  to  clinics  and 
certain  financial  information.    While  the  report  forms  have  been 
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going  out  and  some  statistics  have  been  compiled  and  published  in 
the  annual  reports  of  the  State  Department  year  after  year,  here 
again  the  effort  has  been  practically  useless,  perhaps  worse  than 
useless,  because  the  figures  which  have  been  added  together  cer- 
tainly do  not  have  similarity  of  meaning. 

Within  the  past  two  years  the  State  Department  has  been  giving 
consideration  to  this  matter  and  a  plan  has  now  been  worked  out 
for  improvement  of  these  statistics.  A  "Handbook  for  the  Collec- 
tion and  Tabulation  of  Statistics  from  Dispensaries  and  Out- 
Patient  Departments  in  the  State  of  New  York"  has  been  prepared 
which  indicates  in  detail  what  statistics  will  be  required  of  the 
dispensaries  and  how  they  should  be  compiled.  Dr.  Frederick 
MacCurdy  of  the  Vanderbilt  Clinic  gave  generous  assistance  in  per- 
fecting this  plan. 

I  understand  that  the  handbook  is  now  being  printed  and  should 
be  distributed  within  a  few  days.  The  plan  is  still  simple.  It  calls 
merely  for  number  of  new  and  of  old  patients  admitted  to  the 
dispensary,  the  number  of  patients  and  of  visits  for  each  type  of 
clinic,  and  a  financial  report,  all  on  an  annual  basis.  The  plan  is 
devised,  however,  to  provide  the  individual  dispensary  and  clinic 
with  monthly  statistics.  The  definitions  have  been  worked  out  with 
extreme  care,  and  with  the  co-operation  of  the  dispensaries  them- 
selves, this  plan  will  give  valid  information  concerning  the  volume 
of  service  in  clinic  work  from  year  to  year,  by  type  of  clinic. 

I  would  like  to  caution  this  group,  however,  that  the  responsibil- 
ity for  making  adequate  the  statistics  which  come  from  this  plan 
rests  ultimately  on  the  clinics  themselves.  The  State  Department 
is  not  well  supplied  with  funds  for  statistical  work  and  it  is  very 
likely  to  neglect  the  new  plan  unless  there  is  evidence  of  interest  on 
the  part  of  the  people  who  are  most  concerned  with  the  statistics. 

I  believe  that  if  groups  like  the  committees  of  the  Association  of 
Hospital  Social  Workers  and  of  the  Welfare  Council,  which  are 
represented  here,  were  sufficiently  interested  to  co-operate  actively 
with  the  State  Department,  this  plan  would  have  important  possi- 
bilities. With  small  effort  on  your  part,  it  would  be  possible,  in 
co-operation  with  the  State  Department,  to  insure  that  complete 
and  comparable  statistics  of  the  number  of  patients  treated  in  eye 
clinics  and  of  the  number  of  treatments  given  would  be  available 
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for  1936.  From  that  beginning  it  is  reasonable  to  hope  that  com- 
parable statistics  of  eye  patients  classified  by  diagnosis  might  soon 
be  realized. 

Chairman  Cannon:  How  to  manage  the  discussion  of  these 
papers  is  a  question.  I  believe  it  is  better  to  let  all  discussion  come 
at  the  end,  but  I  am  afraid  if  we  go  on  to  the  other  subjects,  which 
are  in  a  way  different  from  this,  we  may  not  get  back  to  statistics. 
What  Mr.  Hurlin  has  said  is  so  important  in  its  own  right,  and  I 
think  there  must  be  some  response  in  your  minds  that  we  ought  to 
get  registered,  so  perhaps  we  shall  take  a  few  minutes  now  to 
discuss  Mr.  Hurlin's  paper. 

Discussion 
Dr.  C.  A.  Hamilton  (School  for  the  Blind,  Batavia,  N.  Y.) :  The 
number  of  the  blind  in  the  country,  of  course,  changes  from  year  to 
year.  A  few  new  blind  babies  are  still  being  born  and  children  and 
adults  are  losing  their  sight  through  sickness  and  accidents.  Assum- 
ing we  have  a  complete  and  accurate  survey,  how  long  would  that 
be  of  the  highest  value  to  the  blind  and  how  often  must  it  be 
corrected  ? 

Mr.  Hurlin :  We  cannot  expect  any  survey  to  be  representative 
for  a  very  long  time  and,  therefore,  I  am  not  particularly  concerned 
with  how  many  of  certain  types  of  individuals  there  are  at  any 
time,  but  rather  with  a  count  made  at  intervals  which  is  sufficiently 
reliable  to  show  in  what  direction  we  are  going,  what  the  change 
is.   I  am  not  prepared  to  say  how  often  such  count  should  be  made. 

I  think  that  the  federal  census  plan  of  population  count  once  in 
ten  years  has  in  the  past  served  purposes  fairly  well.  There  is  a 
feeling  now  that  we  need  to  know  how  many  people  there  are  in  the 
country  at  much  more  frequent  intervals.  Therefore,  there  is  a 
movement  for  quinquennial  censuses  of  general  population.  It  may 
be  we  need  surveys  of  the  blind  more  than  once  in  ten  years. 

Mr.  Lewis  H.  Carris  (National  Society  for  the  Prevention  of 
Blindness) :  I  think  that  discussion  centers  around  two  things.  The 
question  of  a  survey,  completed  and  filed  away  on  record  forms,  is 
one  thing.   The  sort  of  a  survey  we  ought  to  have  in  any  state  like 
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New  York  is  a  continuous  and  continuing  survey  with  cumulative 
records  which  at  any  time  can  be  called  on  to  tell  us  in  any  one 
year  what  the  load  of  blind  people  may  be. 

Mr.  Hurlin:  I  know  that  Mr.  Carris  is  speaking  about  the 
registration  of  the  blind  which  has  been  attempted  in  many  states. 
Certainly  where  a  state  department  is  well  equipped,  as  in  Pennsyl- 
vania and  Connecticut,  both  of  which  states  I  see  represented  here, 
there  is  hope  of  having  records  for  blind  persons  so  complete  that 
we  could  know  what  the  increment  is  year  by  year  and  what  the 
loss  is  year  by  year;  and  we  should  have  net  figures  to  show  us  the 
trends.  But  for  the  country  as  a  whole,  I  think  it  is  very  doubtful 
if  we  could  reach  that  stage  very  soon. 

Chairman  Cannon:  I  think  this  question  of  time  interval  is  a 
very  interesting  one.  To  me  it  seems  that  a  single  survey  would  be 
rather  useless  unless  we  could  get  comparable  figures  at  regular 
intervals;  we  should  not  be  able  to  do  very  much  with  the  results 
of  a  survey  that  did  not  show  trends  or  changes  in  number  accord- 
ing to  cause,  indicating  where  a  focus  of  activity  was  needed. 

Mr.  Hurlin:  I  should  like  to  emphasize  again  the  importance 
of  the  bearing  of  this  on  the  clinics,  rather  than  on  the  state  de- 
partments. There  is  at  present  a  tremendous  interest  in  what  effect 
the  depression  has  had  upon  eyes.  Has  malnutrition  during  this 
long  period  of  depression  resulted  in  more  eye  defects?  Is  there 
more  likelihood  of  blindness  in  the  future  as  a  result  of  certain 
types  of  physical  condition?  Now,  if  all  the  61  clinics  in  this  city 
had  adequate  records  of  the  number  of  patients  cared  for  and  of 
the  causes  of  difficulties  represented  by  those  patients,  we  should 
know  something  about  the  relative  instance  of  different  eye  condi- 
tions at  the  beginning  of  the  depression,  and  from  year  to  year,  or 
month  to  month  during  the  depression.  We  could  correlate  that 
with  what  we  know  about  relief  dispensed  and  unemployment  and 
other  factors. 

Mrs.  Eleanor  B.  Merrill  (National  Society  for  the  Prevention 
of  Blindness) :  I  might  point  here,  in  emphasizing  what  Mr.  Hurlin 
has  mentioned,  to  the  significance  of  having  good  statistical  in- 
formation in  developing  any  community  program  for  prevention  of 
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blindness.  In  order  to  develop  a  constructive  program,  there  must 
be  an  intelligent  knowledge  of  what  the  causes  of  blindness  and 
impaired  vision  in  that  community  are;  the  hospital  records  are  a 
very  logical  source  of  information  that  might  be  obtainable  for  use 
in  program  planning. 

Mr.  Carris:  I  can't  avoid,  Madam  Chairman,  saying  just  one 
other  word  as  to  the  value  of  statistical  information  from  the  view- 
point of  an  administrator  of  this  Society.  For  instance,  in  a  school 
for  the  blind  where  a  careful  study  of  eye  conditions  was  made  there 
were  found  to  be  40  children  who  could  have  their  sight  improved 
or  restored.  That  may  not  be  along  the  line  of  discussion,  but  it 
shows  the  value  of  this  work,  since  it  stirred  us  up  to  urge  that 
something  be  done  about  that  school  and  other  schools  throughout 
the  country  to  the  end  that  sight  may  be  restored  where  possible. 

Chairman  Cannon  :  It  would  indicate  a  count  of  results  of  treat- 
ment as  well  as  causes  of  blindness. 

Mr.  Mervyn  S.  Sinclair  (Pennsylvania  State  Council  for  the 
Blind,  Harrisburg,  Pa.) :  In  Pennsylvania  we  have  attempted  to 
put  into  effect  the  recommendations  submitted  by  the  Committee, 
of  which  Mr.  Hurlin  spoke.  We  have  ophthalmological  reports 
containing  not  only  medical  data  but  also  a  certain  amount  of  very 
necessary  social  data  on  approximately  7,000  adults  in  Pennsyl- 
vania who  have  applied  for  grants  from  the  blind  pension  fund. 
Because  of  the  fact  that  many  of  the  persons  making  application 
have  been  blind  for  a  great  many  years,  these  records  are  not 
absolutely  true-blue  statistical  records.  The  physician  has  had  to 
take  a  certain  amount  of  information  from  what  the  patient  has 
told  him,  rather  than  from  what  he  has  observed  himself.  Never- 
theless, there  is  a  bit  of  statistical  data  which,  if  based  on  the  recom- 
mendations of  the  Committee,  has  shown  us  some  very  interesting 
things,  for  instance,  a  variation  exists  in  the  67  counties  of  the 
state,  running  all  the  way  from  one  blind  person  in  approximately 
450  in  total  population  to  one  blind  person  in  approximately  1,300 
of  total  population. 

There  has  not  as  yet  been  time  to  make  a  study  of  this  mass  of 
data  because  our  staff  is  small  and  we  do  not  have  the  money  for 
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additional  service  but  the  data  is  there  to  serve  as  a  valuable  guide 
in  pointing  the  way  in  which  the  first  and  most  active  efforts  should 
be  made  toward  the  prevention  of  unnecessary  blindness. 

I  might  further  say  that  under  the  scheme  of  administration  of 
our  blind  relief  program  in  Pennsylvania,  where  the  administrative 
unit  is  a  county  board  of  trustees  under  the  supervision  of  a  unit 
in  the  state  Department  of  Welfare,  we  have  been  able  to  work  out 
with  the  state  supervising  group  a  program  by  which  they  will 
permit  and  request  the  local  county  units  to  contact  at  least  once 
a  year  every  blind  person  who  is  on  our  register  at  the  present  time. 
That  includes  those  who  are  on  the  pension  payroll  and  those  who 
are  not  on  the  pension  payroll.  It  will  give  us  a  yearly  check  on 
every  blind  person  known  to  us  at  the  present  time  or  brought 
to  our  attention  through  various  sources  in  the  future.  It  will 
permit  us  to  remove  from  our  records  those  who  have  died,  those 
who  have  moved  away,  and  those  who  have  been  fortunate  enough 
to  recover  sufficient  vision  to  be  excluded  from  our  register.  We 
still  have  to  work  out  a  satisfactory  scheme  for  securing  information 
on  all  persons  who  lose  their  sight  during  the  year  in  the  state  or 
who  come  into  the  state  from  some  other  place  as  blind  persons.  I 
am  indebted  to  Dr.  Hurlin  for  his  suggestion  to  attempt  to  get  the 
various  clinics  to  give  us  the  same  sort  of  data  on  persons  who  are 
attendant  on  the  clinic  and  who,  by  losing  their  sight,  may  become 
applicants  for  the  blind  pension  fund.  I  think  the  thing  can  be 
done  and  we  are  very  happy  to  co-operate  to  the  fullest  extent  with 
the  Committee. 

Chairman  Cannon:  Thank  you!  I  think  Mr.  Sinclair  has  cer- 
tainly added  point  and  interest  to  this  subject  of  statistics  and 
made  us  feel  how  very  practical  the  uses  are  of  counting,  if  possible, 
in  such  a  way  as  to  afford  comparisons  both  in  time  and  in  space, 
for  it  is  those  comparisons  which  lead  us  to  causes  and  therefore  to 
prevention  and  cure.  The  next  paper  is  a  connecting  link  between 
the  first  and  the  last.  I  suppose  that  statistics  are  at  one  end  of 
the  recording  idea  and  practice  at  the  other.  Miss  Dorothea  Gilbert 
is  from  the  Social  Service  Department  of  the  Hospital  of  the  Uni- 
versity of  Pennsylvania. 
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The  Use  of  Hospital  Records  in  Medical  Social  Research 

Dorothea  Gilbert 

Social  Service  Department,  Hospital  of  the  University  of  Pennsylvania 

Generally  speaking,  there  are  two  kinds  of  medical  social  research 
which  can  be  done  from  material  obtainable  in  the  hospital.  The 
first  is  essentially  statistical,  and  is  concerned  with  surveys  directed 
toward  social  planning  and  legislation.  This  type  of  research  de- 
pends upon  the  securing  of  usually  quite  simple  factual  data  which 
may  or  may  not  be  related  to  the  care  of  the  specific  case  in  the 
hospital;  but  the  hospital,  because  it  is  a  center  to  which  sick 
people  come,  is  a  convenient  point  at  which  the  necessary  facts  for 
the  survey  can  be  secured.  The  hospital  as  a  community  agency 
should,  and  often  does,  lend  itself  and  its  facilities  for  this  purpose. 
In  a  sense,  too,  such  surveys  may  in  the  long  run  facilitate  the  care 
of  the  patient  by  opening  the  way  for  the  development  of  com- 
munity resources  to  meet  the  needs  of  the  sick. 

There  is,  however,  another  kind  of  medical  social  research  which 
is  indigenous  to  the  hospital,  and  which  is  based  on  the  study  of  the 
individual  case.  This  consists  of  a  more  or  less  systematic  inquiry 
into  the  interrelationship  which  is  called  illness.  It  is  impossible, 
of  course,  to  see  these  factors  as  mutually  exclusive,  but  they  can 
serve  as  a  basis  for  the  arrangement  of  data.  Through  study  of  this 
sort,  through  comparison  of  the  similarities  and  differences  in  cases, 
we  can  hope  to  build  up  a  body  of  knowledge  which  will  show  how 
these  three  kinds  of  influences  work  together  to  produce  a  state  of 
illness  or  health.  From  this  knowledge  ways  may  be  discovered  in 
which  the  diseased  person  in  his  social  setting  can  be  restored  to 
his  fullest  possible  functioning. 

Hospital  records  always  sound  as  if  they  should  contain  un- 
limited material  for  medical  social  research,  but  they  are  very 
disappointing.  Many  medical  social  work  students  have  struggled 
vainly  over  selected  groups  of  records  in  the  hope  of  extracting  some 
truth  about  the  interrelationship  of  social  factors  and  illness.  Their 
almost  universal  failure  might  be  ascribed  to  lack  of  experience  and 
skill  if  people  trained  in  research  and  statistical  analysis  had  not 
experienced  the  same  difficulty.  In  one  hospital,  for  instance,  all 
cases  known  to  the  social  service  department  were  classified  by 
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Hamilton  terminology  and  cross-indexed  to  the  diagnoses  for  a 
number  of  years.  In  all  of  these  cases  there  had  been  sufficient 
social  inquiry  to  establish  in  the  minds  of  the  workers  the  fact  that 
the  problems  did  exist  and  were  relevant  to  the  medical  problem. 
The  unit  clinical  record  made  readily  available  all  the  recorded 
information  on  each  case,  both  medical  and  social.  At  the  end  of 
the  period  an  experienced  research  worker  was  taken  on  the  staff 
full  time,  and  she  labored  over  those  records  for  a  year.  One  would 
think  that  out  of  all  that  material  some  significant  correlations 
would  emerge,  but  the  most  practical  result  of  the  year's  work  was 
the  discovery  that  the  clinical  records  available  did  not  lend  them- 
selves to  research  purposes. 

The  first  natural  reaction  to  this  might  be  that  there  was  some- 
thing radically  wrong  with  the  method  of  recording.  It  is  debatable, 
however,  whether  a  clinical  record  should  be  made  to  conform  to 
research  standards.  This  question  might  lead  far  afield  into  a  dis- 
cussion of  hospital  function.  Granted,  there  is  usually  a  fourfold 
function  for  any  large  medical  center,  viz.,  practice,  teaching,  re- 
search, and  community  welfare,  yet  the  focus  of  all  this  is  and 
should  be  the  care  of  the  individual  sick  person.  The  clinical  record 
should  be  kept  primarily  for  this  purpose.  Through  the  medium  of 
this  record  it  is  possible  to  pool  the  knowledge  of  the  many  experts 
who  may  be  concerned  in  the  treatment  of  the  patient  so  that  an 
intelligent,  consistent  and  unified  plan  may  be  carried  out  by  that 
corporate  body,  the  hospital.  To  the  non-medical  onlooker,  a 
hospital  may  seem  merely  a  building  in  which  a  doctor  happens  to 
treat  a  patient.  The  professional  person  inside  a  hospital  knows 
that  this  is  not  so.  Although  one  doctor  may  assume  the  major 
responsibility  for  directing  and  organizing  the  care  of  the  patient, 
that  care  is  in  fact  based  upon  a  synthesis  of  opinion  and  often 
upon  direct  treatment  of  the  person  by  many  experts  and  special- 
ists. There  is  danger,  however,  that  with  so  many  people  involved 
a  unified  plan  may  not  be  followed.  As  has  been  said,  the  clinical 
record  is  probably  the  most  effective  medium  we  have  of  inter- 
communication, and  it  is  also  through  this  record  that  we  can  gauge 
the  effectiveness  of  our  treatment.  It  needs  to  be  clear  and  brief, 
and  to  set  forth  concisely  the  formed  judgment  of  the  various 
people,  expert  each  in  his  own  field,  who  see  the  patient.   It  should 
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contain  no  more  factual  data  than  is  necessary,  to  avoid  duplication 
of  effort.  If  too  many  of  the  undigested  facts  and  the  processes  by 
which  conclusions  are  reached  are  incorporated,  it  will  serve  to 
cloud  rather  than  clarify  the  significant  conclusion  of  each  expert, 
in  the  mind  of  anyone  not  a  specialist  in  that  field.  If  this  is  true, 
one  might  well  view  with  some  alarm  any  attempt  to  use  the 
clinical  record  for  another  purpose  than  the  care  of  the  individual, 
no  matter  how  important  that  purpose  might  seem — be  it  teaching, 
research  or  community  health.  If  the  record  is  used  for  these  pur- 
poses, activities  should  be  carried  on  almost  in  labeled,  separate 
compartments. 

This  seems  particularly  true  of  social  information.  It  is  necessary 
to  learn  so  many  facts  about  a  person,  to  know  him  so  well,  and  to 
go  through  so  many  processes,  in  securing  and  sifting  out  what  is 
really  significant  to  his  illness  that  the  recording  of  this  is  not  only 
extremely  costly  and  time-consuming,  but  can  have  little  meaning 
in  itself  to  the  other  members  of  the  hospital  team  with  whom  the 
social  case  worker  stands  in  a  joint  treatment  relationship.  Yet  the 
more  that  material  is  digested  and  summarized  the  less  value  it  will 
have  for  research  and  particularly  for  statistical  research.  Thus, 
from  the  standpoint  of  the  care  of  the  patient  it  can  paradoxically 
be  said  that  the  more  effective  the  social  recording  the  less  value 
it  holds  for  research. 

Even  if  a  hospital  were  to  attempt  to  develop  records  which  could 
be  used  for  research,  it  would,  of  course,  be  impossible  to  foresee 
all  the  kinds  of  information  which  might  be  needed  for  some  future 
inquiry.  Facts  that  seem  significant  today  may  no  longer  be  so 
tomorrow.  Recording  must  be  a  selective  process,  and  the  par- 
ticular hypothesis  that  is  in  vogue  at  one  time  with  one  physician 
may  not  be  the  point  of  emphasis  at  a  later  date  or  with  another 
physician.  A  doctor  once  said  to  me  that  the  practice  of  medicine 
always  reminded  him  of  Eliza  crossing  the  ice.  It  leaps  lightly  from 
hypothesis  to  hypothesis,  no  one  of  which  would  really  hold  it 
long,  but,  with  luck,  together  they  may  serve  to  get  it  across 
the  river. 

With  social  information  even  more  than  with  medical,  we  do  not 
seem  even  to  have  made  a  beginning  in  understanding  what  may  be 
important.   Perhaps  the  factors  of  age  and  race  come  as  near  being 
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universally  significant  as  any,  and  yet  in  case  after  case  they  have 
not  been  relevant  to  the  understanding  of  the  individual  sick  per- 
son. Perhaps  as  our  economic  and  social  life  changes  they  will  be 
still  less  so;  it  is  impossible  to  tell.  For  this  reason,  we  cannot  and 
should  not  try  to  hamper  ourselves  too  much  by  recording  informa- 
tion merely  because  it  might  come  in  handy  some  time  in  the 
extremely  problematical  future. 

But  research  is  important  and  the  hospital  does  offer  material  on 
which  it  can  be  based.  Let  us  return  to  the  first  type,  that  is,  the 
statistical  survey.  Obviously,  not  all  hospitals  keep  all  the  informa- 
tion that  might  be  needed,  but  the  hospital  as  a  whole  and  its 
various  departments  are  committed,  by  reason  of  their  stewardship 
of  funds,  to  some  sort  of  an  accounting,  for  statistical  purposes. 
This  accounting  is  usually  done  either  in  number  of  clinic  visits, 
number  of  hospital  days,  or  number  of  patients  served.  Socio- 
logical, identifying  data  concerning  these  patients  is  usually  kept. 
In  most  cases  the  diagnosis  is  recorded  on  each  chart,  so  that 
material  for  at  least  a  beginning  is  available.  On  the  whole  the 
information  needed  will  probably  not  be  there  in  usable  form  and 
someone  must  be  delegated  to  secure  it,  preferably  no  one  who 
already  has  responsibility  for  the  care  of  the  patient.  Certainly,  the 
doctor  should  not  secure  it,  nor,  it  is  to  be  hoped,  the  social  worker 
— for  there  is  essential  incompatibility  between  a  good  case  worker 
and  a  good  statistician.  A  good  statistician  is  one  who  sees  the 
common  denominators  of  things,  while  the  value  of  a  good  case 
worker  lies  in  her  sensitivity  to  the  difference  between  people. 
It  is  important  to  her  work  that  she  be  able  to  individualize,  and  if 
she  were  committed  to  obtaining  a  stipulated  set  of  facts,  her 
attention  might  be  concentrated  to  that  end,  to  a  point  where  her 
awareness  of  more  significant  aspects  of  the  case  would  be  blunted. 
To  most  people,  the  direct  question  seems  a  threat,  particularly  a 
question  that  appears  irrelevant  to  the  problem  with  which  they 
happen  to  be  concerned  at  the  moment.  Therefore,  the  less  the 
case  worker  feels  compelled  to  secure  information  from  the  patient 
the  more  likely  she  is  not  to  ask  questions  that  by  their  inoppor- 
tuneness  may  shatter  whatever  bond  of  sympathetic  understanding 
is  growing  between  them.  There  is  also  the  danger  that  the  securing 
of  information  may  become,  with  her,  an  end  in  itself.   It  is  so  easy 
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to  be  deluded  into  believing  that  the  number  of  forms  filled  out 
and  the  amount  of  routine  gone  through  constitute  accomplish- 
ment, and  the  worker  may  allow  these  satisfying  evidences  of 
activity  to  obscure  the  fact  that  she  is  ceasing  to  practice  case 
work.  There  is  little  profit  in  transforming  a  trained  case  worker 
into  an  inferior  statistician  and,  moreover,  one  rarely  finds  two 
case  workers  who  can  agree  for  long  on  how  to  interpret  one  fact, 
no  matter  how  carefully  defined  it  is. 

In  attempting  the  kind  of  research  which  is  based  on  the  study 
of  the  individual  case,  it  is  essential  that  the  inquiry  be  carried  on 
as  much  as  possible  by  the  person  who  has  known  and  worked  with 
the  case,  or  at  least  by  a  very  small  group  of  people  who  are  so 
closely  tied  together  in  thought  that  any  of  them  can  almost  think 
for  another.  It  is  also  important  that  the  group  of  cases  be  limited 
to  a  small  number.  The  individual  must  be  so  well  known  to  the 
social  workers  that  they  are  aware  not  only  of  what  his  present 
situation  is  and  how  he  reacts  to  it,  but  how  he  is  likely  to  react  to 
future  situations.  It  is  almost  impossible  to  record  this  knowledge 
in  a  form  which  will  be  usable  for  another  person,  and  so  in  this 
kind  of  study  it  is  necessary  either  to  develop  one's  own  records  to 
meet  the  requirements  of  the  research  project  or  to  build,  by 
personal  experience  with  the  patient,  on  an  already  existing  clinical 
record.  In  a  study  made  over  a  period  of  years  at  Presbyterian 
Hospital  in  New  York,  a  hundred  cases  were  selected  as  a  basis. 
Two  workers  gave  full  time  to  the  study  with  a  full-time  stenog- 
rapher to  record  as  much  as  seemed  important.  Forms  were  set  up 
so  that  material  could  be  compared  and  the  cases  were  discussed 
as  they  developed.  Yet  later  it  was  with  the  greatest  difficulty 
that  either  worker  was  able  to  use  the  recorded  case  material  of 
the  other,  although  it  is  interesting  that  it  was  possible  to  use  much 
of  the  material  which  had  been  recorded  before  knowing  the  pa- 
tient. A  fairly  large  proportion  had  been  previously  under  care  in 
the  hospital  and  had  had  considerable  medical  and  social  study,  and 
acquaintance  with  the  individual  brought  this  material  to  life.  An 
interview  with  the  patient,  even  if  brief,  was  found  to  be  even  more 
effective  than  discussion  of  the  case  by  the  workers  when  it  became 
necessary  for  one  to  analyze  the  other's  material.  But  that  brief 
relationship  in  which  we  were  able  to  hear  his  voice,  catch  his 


MEDICAL   SOCIAL   SERVICE  25 

reactions,  and  observe  him  in  motion,  did  much  to  make  the  record 
real.  There  are,  I  think,  rare  records  in  other  fields  of  social  work 
that  can  do  the  same  thing.  These  records  record  not  information, 
primarily,  but  the  verbatim  ebb  and  flow  of  conversation  and 
activity  between  two  people.  In  medical  social  research  we  are 
studying  the  interrelationship  of  the  individual,  his  social  situation 
and  his  disease.  Perhaps  in  developing  records  for  research  we 
could  use  the  same  method  of  verbatim  recording  of  a  few  inter- 
views for  the  purpose  of  making  material  available  to  another 
person.  In  the  clinical  record,  however,  which  is  used  by  the  many 
people  who  know  the  patient,  such  recording  would  be  unnecessary. 

Medical  social  research  does  not  seem  very  scientific  perhaps,  if 
the  material  upon  which  it  is  based  cannot  be  made  definite,  but 
when  we  are  dealing  with  and  studying  living  people  there  are  only 
comparative  facts.  In  studying  illness  there  is  so  much  that  is 
interrelated,  and  so  much  that  probably  has  no  real  significance, 
that  by  the  very  act  of  singling  out  any  one  factor  for  special 
consideration  we  run  the  risk  of  distorting  it.  Our  conclusions  will 
always  have  to  be  considered  as  empirical  and  their  validity  tested 
by  trial  and  error. 

So  far  I  have  been  talking  about  formal  research,  but  in  a  sense 
every  case  on  which  diagnosis  and  treatment  are  undertaken  is  a 
research  project,  and  all  of  the  individuals  who  are  concerned  in  the 
study  and  in  the  formulation  of  recommendations  for  care,  need  the 
same  attitude  of  mind  that  is  needed  for  more  formal  research.  In 
this  sense,  medical  social  research  occurs  whenever  anyone  is  con- 
cerned in  the  care  of  the  patient,  whether  he  be  doctor  or  social 
worker.  It  consists  of  securing  and  drawing  together  information, 
interpreting  these  observations  in  terms  of  experience  with  similar 
cases,  and  sharing  this  knowledge  with  the  others  associated  in  the 
patient's  care.  This  kind  of  research  may  be  intuitive  and  I  think 
the  ability  to  carry  it  out  constitutes  the  difference  between  an 
inexperienced  and  a  competent  case  worker.  A  skilled  case  worker 
has  a  body  of  past  experience  upon  which  she  draws,  either  con- 
sciously or  unconsciously,  in  meeting  each  new  sick  person.  She  is 
noting  the  similarities  and  differences,  planning  the  service  she 
should  offer  in  terms  of  what  has  been  tried  and  has  been  effective 
in  the  past.    For  this  type  of  research  which  is  taken  so  much  as 
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a  matter  of  course,  the  hospital  owes  it  to  its  patients  and  its 
professional  workers  to  provide  an  effective  means  of  communica- 
tion through  organizing  and  making  available  a  recording  medium. 
This  recording  medium  should  be  readily  accessible  to  all  who  care 
for  the  patient. 

It  is  a  very  natural  step  from  the  inquiring  or  research  attitude 
to  more  formal  research  involving  the  systematic  recording,  com- 
parison and  analysis  of  interrelationships  between  the  person,  his 
situation  and  his  disease.  It  is  highly  desirable  that  every  person 
practicing  case  work  should  have  some  special  small  research  inter- 
est of  her  own  on  which,  somewhere  and  somehow,  she  keeps 
recorded  her  observations.  Such  projects  serve  to  increase  our 
knowledge  (when  they  have  taken  sufficient  form  to  be  discussed  or 
perhaps  even  published)  and  to  keep  alive  and  develop  skill  in  the 
practitioner.  From  the  hospital  record  she  can  learn  much  of  the 
medical  and  some  of  the  social  information  she  will  need,  but  even 
in  this  she  must  develop  her  own  record  and  be  content  to  use  the 
hospital  records  to  supplement  rather  than  to  provide  all  of  the  ma- 
terial for  her  inquiry. 

In  conclusion,  it  is  impossible  to  emphasize  too  strongly  the  fact 
that  formal  medical  social  research  is  much  needed,  but  that  in 
this  kind  of  research  we  cannot  hope  to  secure  the  information  that 
will  be  needed  solely  from  the  clinical  record,  but  that  we  must 
develop  for  each  project  a  record  to  meet  the  specified  needs  of  that 
inquiry.  The  hospital  records  will  help  to  greater  or  less  degree,  of 
course.  But  it  would  be  well,  also,  to  dignify  by  the  title  of  research 
the  manner  of  approach  which  should  be  brought  to  every  medical 
social  case,  making  of  that  case  a  research  project  in  itself.  For  this 
purpose,  and  since  we  know  the  person,  the  social  medical  informa- 
tion of  the  clinical  chart  should  be  one  of  our  best  tools.  All  people 
concerned  with  the  treatment  of  the  sick  or  handicapped  person 
need  a  well-informed  curiosity  about  what  has  and  will  happen  to 
that  person.  They  must  have  a  desire  and  willingness  to  test  the 
results  of  their  methods  by  recording  not  only  what  they  do,  but 
recording  also  their  evaluation  of  its  effectiveness.  If  we  can  create 
records  of  this  sort,  they  will  inevitably,  over  a  period  of  time, 
serve  the  end  of  research — the  increase  of  our  knowledge  and  skill 
in  helping  the  sick  person  to  greater  health. 
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Chairman  Cannon:  I  am  sure  that  we  could  spend  the  rest  of 
the  time  that  we  have  discussing  the  points  Miss  Gilbert  has  made, 
but  I  believe  we  had  better  follow  a  different  procedure  in  connec- 
tion with  this  discussion.  I  don't  believe  that  it  is  so  separated  from 
the  next  subject  that  we  are  going  to  take  up  that  we  won't  still 
have  it  in  mind  and  perhaps  we  will  make  more  of  our  discussion 
if  we  can  combine  in  our  thinking  Miss  Gilbert's  subject  and  Miss 
Cooke's.  If  you  agree  we  shall  hear  Miss  Cooke  next  and  then 
discuss  the  two  subjects  together. 


The  Advantages  to  the  Patient  of  a  United  Participation  in 
Medical  Social  Case  Work 

Grace  Cooke 

Medical  Social  Eye  Worker,  St.  Luke's  Hospital,  New  York 

A  united  participation  in  medical  social  case  work  implies  a 
reciprocal  sharing:  first,  in  the  understanding  of  the  medical  social 
problem;  second,  in  a  knowledge  of  the  functions  of  the  various 
agencies  co-operating;  and,  third,  in  a  common  conception  of  the 
goal.  By  assuming  this,  we  may  consider  how  a  medical  social 
worker  may  integrate  the  efforts  of  the  participating  group  and 
effect  for  the  patient  the  desired  goal.  To  the  social  worker  come 
the  doctor's  findings  and  recommendations,  and  from  her  may  go 
the  interpretation  of  these  findings  and  recommendations  to  the 
patient,  to  his  group,  and  to  the  co-operating  agencies.  She  may 
be  the  means  of  conveying  to  the  doctor  the  pertinent  information 
regarding  the  patient  which  may  aid  him  in  the  management  of 
the  case. 

In  the  medical  social  treatment  of  eye  patients,  the  same  skills 
and  methods  are  employed  as  are  used  in  the  treatment  of  other 
medical  social  problems.  However,  a  knowledge  of  eye  diseases — 
the  etiology,  treatment  and  prognosis — is  essential.  The  meaning 
of  normal  vision  and  its  degradations,  the  facilities  for  the  rehabili- 
tation of  the  visually  handicapped,  and  an  understanding  of  the 
psychological  reactions  to  blindness  or  partial  blindness  will  attune 
a  worker  to  the  possibilities  of  the  prevention  of  blindness  and  to  a 
more  normal  rehabilitation  of  a  visually  handicapped  individual. 


28  PROCEEDINGS   OF   THE    1 935   ANNUAL   CONFERENCE 

A  study  was  made  of  hospital  records  from  various  sources  and 
the  following  case  selected  as  illustrating  some  of  the  foregoing 
presumptions: 

Stephen,  a  sixteen-year-old  American  boy  of  Ukrainian  parents, 
lived  at  home  with  his  father,  stepmother  and  four-year-old  step- 
sister. The  mother  had  deserted  the  family  when  Stephen  was  two 
years  old,  and  he  had  no  remembrance  of  her.  Later,  the  father 
remarried.  There  was  evidence  of  physical  comfort  in  the  home. 
The  father  was  a  steady  worker  and  the  stepmother  a  good  house- 
keeper. The  affection  of  the  parents  was  centered  in  the  little  girl, 
Stephen's  stepsister.  Stephen  had  always  been  nearsighted,  but  no 
attention  had  been  paid  to  his  possible  handicap.  He  was  sent  to  a 
nearby  private  school  in  the  country  and  enjoyed  school  life  but 
made  no  progress  in  his  studies.  The  stepmother  considered  this 
school  too  expensive,  and  Stephen  was  placed  in  a  sight  conserva- 
tion class  of  the  public  school  and  was  later  sent  to  a  high  school 
which  had  no  provision  for  sight  conservation.  He  failed  in  his 
studies  and  even  in  his  shop  work.  There  was  apparently  no  under- 
standing at  home  of  the  boy's  needs,  and  he  had  a  feeling  of  "not 
being  wanted."  About  this  time,  he  adopted  a  career  of  shop- 
lifting which  supplied  him  with  money;  this  made  him  feel  equal 
to  his  friends  who  had  money  to  spend,  and  it  also  occupied  him 
outside  the  unhappy  home  atmosphere. 

Stephen  was  physically  active  and  enjoyed  rough  games,  and 
while  at  play  in  March,  1933,  was  struck  in  the  head  with  a  ball. 
This  blow  caused  serious  injury  to  his  eyes  and  limited  his  vision 
to  8/200  in  the  right  eye  and  10/200  in  the  left.  He  was  treated  in 
Hospital  A,  functioning  without  a  social  service  department,  and 
later  was  referred  to  a  school  for  the  blind.  Stephen  was  antago- 
nistic to  this  plan  and  his  father  also  objected  and  sought  advice 
from  an  organization  engaged  in  the  prevention  of  blindness. 
Stephen  was  referred  by  this  organization  to  Hospital  B  for  study 
and  treatment,  which  indicated  an  awareness  of  a  possible  preven- 
tion of  blindness  for  the  patient.  A  diagnosis  of  detachment  of  the 
retina  of  both  eyes  was  made,  and  an  operation  for  reattachment 
was  performed.  Stephen  was  then  referred  by  the  surgeon  to  the 
special  eye  social  worker  of  the  hospital. 

The  situation  presented  to  the  eye  social  worker  was  that  of  a 
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sixteen-year-old  boy  with  a  vision  handicap  of  20/200  each  eye, 
maladjusted  at  home,  at  school,  and  in  his  social  group.  The 
questions  to  be  considered  were:  (1)  Was  his  shoplifting  just  an 
outlet,  or  had  he  criminal  instincts?  (2)  What  was  his  mental 
capacity?  Was  his  difficulty  at  school  based  entirely  on  his  poor 
vision?  (3)  Could  a  satisfactory  adjustment  be  made  at  home,  or 
should  he  be  placed  in  a  suitable  boarding  school?  (4)  What 
training  or  work  was  he  suited  for? 

It  was  the  doctor's  opinion  that  the  patient,  fitted  with  telescopic 
lens,  would  be  given  adequate  vision  for  his  school  work,  and  with 
reasonable  care  this  vision  could  probably  be  maintained  through- 
out life,  allowing  the  boy  to  assume  the  role  of  a  sighted  individual. 

After  considering  the  factors  in  the  case,  it  appeared  that 
Stephen,  a  boy  of  pleasing  personality  and  average  intelligence,  was 
permanently  handicapped  by  poor  vision  with  his  whole  life  pattern 
changed  at  the  most  formative  period.  The  home  setting  was 
essentially  negative.  The  plan  of  social  treatment  included  assisting 
the  boy  in  an  adjustment  at  home,  establishing  him  in  a  suitable 
school,  and  directing  him  toward  adequate  recreational  outlets. 
We  found  the  school,  the  family  group,  and  a  foundation  whose 
program  included  vocational  and  recreational  services  for  youth, 
participating  in  the  plan  of  social  treatment.  In  reading  the  volumi- 
nous correspondence,  carried  on  over  a  period  of  months,  one  is 
impressed  with  the  detailed  case  work  and  the  progress,  step  by 
step,  in  the  social  treatment;  and  an  understanding  of  the  psycho- 
logical reactions  of  the  patient  to  his  handicap  is  revealed.  The 
interpretation  by  the  medical  social  eye  worker  to  the  family  group 
and  non-medical  agencies  of  the  doctor's  recommendations  relative 
to  the  patient's  care  and  activities  is  clearly  recorded;  also,  the 
acceptance  by  the  participating  group  of  the  patient  as  a  sighted 
boy  with  impaired  vision  rather  than  as  a  blind  individual.  A 
united  effort  was  made  to  assist  him  in  a  scheme  of  living  which 
emphasized  normal  relationships  while  recognizing  his  handicap 
and  a  need  for  security  in  his  personal  and  social  position.  A  letter 
from  Stephen  gives  evidence  of  adjustment  and  restored  morale: 

"My  dear  Miss  H: 

"I  have  good  news  for  you.  When  I  arrived  home  that  Tuesday 
I  came  to  see  you,  you  gave  me  some  advice  that  I  followed.    It 
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has  already  produced  results.  I  stay  at  home  more,  and  I  have 
stopped  being  stubborn  to  my  father.  I  tell  him  how  much  I  like 
what  he  has  done  for  me.  We  go  to  church  each  Sunday.  He  and 
I  are  better  friends  than  we  ever  were.  I  passed  all  my  tests  in 
school.  I  think  I  got  the  highest  mark  in  English.  I  have  many 
friends  this  year.  I  belong  to  several  clubs,  and  I  work  on  the 
senior  newspaper.  A  very  nice  girl  is  teaching  me  to  dance.  I  go 
swimming  four  times  a  week.  I  don't  dive.  I  can  see  good  and, 
boy,  am  I  glad !  Everything  is  swell  at  home,  at  school,  everywhere. 

"Your  most  grateful  friend, 

"Stephen." 

In  conclusion,  we  cannot  help  feeling  that  the  co-ordinated  func- 
tioning of  the  participating  groups  developed  a  medical  social  pro- 
gram of  rehabilitation,  climaxed  in  Stephen's  expression  of  confi- 
dence that  "Everything  was  swell  at  home,  at  school,  everywhere." 

Discussion 

Chairman  Cannon  :  I  had  an  idea  Miss  Cooke's  material  would 
illustrate  both  her  own  subject  and  Miss  Gilbert's,  and  I  think  it 
does.  I  believe  that  we  have  a  very  good  basis  now  for  discussing 
these  two  questions.  When  I  say  that  this  case  record  illustrates 
both  subjects,  I  have  this  in  mind:  it  surely  illustrates  Miss 
Cooke's  point  of  integration  of  services  in  the  interest  of  treatment 
of  the  situation  of  the  patient.  The  record  plays  a  part  in  that 
integration  of  services.  It  has  something  to  do  with  what  Miss 
Gilbert  has  said  about  the  usefulness  of  recording  the  study  and 
treatment  of  a  case  in  such  a  way  that  other  persons  interested  in 
treatment  will  be  able  to  make  use  of  it. 

How  is  this  possible  beyond  the  immediate  treatment  of  the  case? 
Miss  Cooke  has  been  able  to  present  the  case  material  to  us  in 
such  a  way  as  to  make  it  mean  something  and  I  suppose  that  that 
is  an  educational  use  of  it.  Conceivably,  it  might  be  usable  in 
informal  research,  to  adopt  Miss  Gilbert's  usage.  If  it  were  to  be 
used  for  more  formal  research,  probably  something  additional 
would  be  needed. 

Miss  Valeria  McDermott  (Welfare  Council  of  New  York) :  I 
should  like  to  say,  in  connection  with  the  first  paper,  this  effort 
made  by  the  Welfare  Council  to  which  Mr.  Hurlin  referred  was 
directed  and  planned  by  a  group  of  social  workers  in  eye  clinics, 
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and  I  think  its  soundness  possibly  was  due  to  that  fact.  It  was  a 
very  simple  problem — the  compiling  of  data  on  the  major  diagnoses 
in  clinics  that  had  a  blindness  aspect,  and  it  was  worked  out  in 
addition  with  the  co-operation  of  the  medical  social  workers.  In 
addition  to  that,  we  had  the  advice  and  consultation  of  two  or  three 
outstanding  ophthalmologists.  We  are  still  hoping  that  we  shall  get 
it  started.  We  started  it  at  a  rather  bad  time,  just  when  the  depres- 
sion began,  and  increasing  numbers  of  patients  in  clinics  made  it 
rather  prohibitive  to  compile  any  figures.  But  I  think  that  we  have 
evidence  now,  as  a  result  of  many  of  the  developments  of  the 
depression,  that  some  sort  of  continuous  recording  is  very  im- 
portant if  we  are  to  do  any  constructive  planning,  either  from  a 
community  standpoint  or  from  the  standpoint  of  medical  social 
service  in  these  clinics. 

Chairman  Cannon:  What  interested  me  particularly  in  Miss 
Gilbert's  presentation  was  this  idea  of  the  relationship  between  the 
treatment  purpose  and  the  research  or  statistical  purpose,  a  rela- 
tionship at  once  antagonistic  and  complementary  which  is  perhaps 
more  truthful  than  it  sounds. 

Mrs.  Merrill:  I  think  we  have  had  some  challenging  points 
raised  this  morning,  and  I  hope  we  may  hear  from  some  of  the 
social  service  departments  represented  through  eye  workers  that 
are  present  this  morning,  in  regard  to  what  has  been  said  by  the 
last  two  speakers.  I  should  like  to  say  that  we  are  tremendously 
interested  in  what  the  well-prepared  social  worker  can  contribute,  as 
Miss  Gilbert  brought  out,  through  a  special  case  handling  and  col- 
lection, very  slowly  and  gradually,  of  research  material  that  really 
might  be  of  some  value  from  the  standpoint  of  prevention  of  blind- 
ness and  knowledge  of  eye  diseases.  I  should  like  to  emphasize  what 
was  brought  out  particularly  in  Miss  Cooke's  paper — the  value  of 
the  well-prepared  eye  social  worker  as  an  interpreter,  not  only  to 
the  hospital,  the  patient,  and  the  doctor  with  whom  she  is  work- 
ing closely,  but  to  the  community,  through  her  contact  with  va- 
rious organizations  that  she  reaches  in  the  working  out  of  her  case 
problem. 

Chairman  Cannon:  Mrs.  Merrill  makes  the  point  that  the 
preparation  of  the  worker  has  a  great  deal  to  do  with  the  effective- 
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ness  of  the  work,  both  from  the  standpoint  of  integration  of  treat- 
ment and  the  matter  of  research. 

Dr.  Jacob  A.  Goldberg  (New  York  Tuberculosis  and  Health 
Association) :  We  have  been  making  a  study  in  co-operation  with 
the  National  Society  for  the  Prevention  of  Blindness  this  year,  under 
the  chairmanship  of  Dr.  Conrad  Berens  and  the  Welfare  Council, 
on  the  registry  of  syphilitic  eye  diseases.  We  have  studied  the 
record  of  four  rather  interesting  and  large  institutions  in  New  York 
City  and  here  are  some  of  the  difficulties  we  have  encountered  in 
trying  to  do  the  statistical  or  tabulation  work:  How  many  patients 
had  syphilis  and  what  was  the  diagnosis?  How  many  received 
Wassermann  tests,  particularly  those  with  syphilitic  eye  condi- 
tions? We  found  some  astounding  things  in  certain  institutions. 
Patients  who  had  presumably  syphilitic  eye  conditions  were  never 
given  a  Wassermann  test.  In  one  of  the  largest  institutions  we 
found  that  in  many  cases  there  was  no  indication  on  any  record  of 
whether  the  patient  had  had  a  Wassermann  test,  and  we  had  to  go 
back  to  the  laboratory  of  the  institution,  observing  there  whether 
that  case  number  had  ever  been  recorded  in  the  laboratory  for  a 
Wassermann  or  Kahn  test.  We  checked  back  from  the  laboratory 
and  found  a  great  many  cases  had  been  given  Wassermann  or  Kahn 
tests  but  no  record  made  and  no  indication  given  as  to  where 
it  was  done,  whether  it  was  positive  or  negative;  the  doctor  in 
the  clinic  was  ignorant  as  to  what  procedure  to  follow  in  such  in- 
stances. 

We  perceived  the  situation  to  be  so  bad  that  within  a  month  a 
clinic  for  syphilitic  patients  was  organized  in  that  particular  insti- 
tution. 

In  another  place  patients  showing  positive  reaction  to  Wasser- 
mann tests  were  told  to  go  somewhere  else  for  treatment;  whether 
or  not  they  ever  went,  nobody  knew.  The  cases  were  being  treated 
willy-nilly,  without  indication  in  the  eye  clinic  as  to  what  was  being 
done  for  the  treatment  of  syphilis  and  no  one  in  the  syphilis  clinic 
was  told  that  the  patient  was  under  care  of  the  eye  clinic. 

This  is  commenting  on  some  60,000  records  we  have  already 
studied.  We  are  preparing  a  report  and  we  shall  make  it  available, 
I  presume,  within  the  next  month  or  two. 
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Miss  Amy  G.  Smith  (Massachusetts  Eye  and  Ear  Infirmary, 
Boston) :  One  of  the  outstanding  factors  as  I  see  the  clinic  work  is 
the  matter  of  time.  I  think  with  crowded  clinics  and  doctors  push- 
ing through  pretty  large  quotas  of  patients  in  a  morning,  when  it 
comes  to  a  matter  of  statistics  that  mean  anything  other  than  basic 
numbers  and  sex  and  age,  you  would  have  to  have  some  person 
really  assigned  to  the  task  of  getting  extra  information  worked  out. 

There  is  something  very  peculiar  about  medical  records.  Prob- 
ably Mr.  Hurlin  knows  that  doctors  are  terribly  loath  to  put  any- 
thing that  is  not  absolutely  essential  on  a  record.  That,  of  course, 
is  where  we  begin.  So  it  looks  to  me  like  a  difficult  matter  to  get 
real  statistics  that  cover  more  than  a  few  basic  facts,  even  with 
social  workers  and  well-equipped  clinics  to  carry  on  the  job. 

Chairman  Cannon:  I  suppose  the  matter  of  direct  diagnosis 
would  take  precedence  over  every  other  factor  as  far  as  treatment 
is  concerned,  whereas  there  would  be  other  facts  that  would  have 
some  community  importance  that  would  be  also  of  very  great 
importance  statistically,  provided  they  could  be  really  reliable. 
This  business  of  using  a  classification  and  having  it  mean  something 
in  the  case  is  the  point  we  stick  on  again  and  again,  isn't  it?  I 
think  it  would  be  interesting  to  know  what  different  people  in  eye 
clinics  have  done  in  the  way  of  trying  to  include  in  records  any 
information  for  general  statistical  or  general  research  purposes,  over 
and  above  what  was  required  by  the  treatment  of  the  individual 
case;  and  what  is  essential  for  the  treatment  of  individual  cases 
reduces  almost  to  zero,  so  far  as  any  comparable  facts  are  con- 
cerned, so  far  as  I  can  see. 

Miss  Theresa  Neuberger  (Washington  University  Clinics  and 
Allied  Hospitals,  St.  Louis) :  Of  course,  out  in  St.  Louis  in  the 
Washington  University  clinics  the  condition  is  somewhat  controlled 
by  our  relationship  with  other  agencies,  which  has  resulted  in  less 
social  recording  than  is  our  policy  and  our  desire  when  conditions 
are  normal.  Our  obligation  to  the  social  agency  in  reporting  on  all 
of  its  clients  who  are  sent  to  our  clinic  has  necessitated  giving  up 
recording  on  those  cases  entirely,  and  the  entire  service  to  the  com- 
munity in  relation  to  the  patients  is  through  the  interpretative  letter 
alone.  Other  data  which  might  be  of  value  in  this  situation  are  not 
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available  because  of  the  number  of  patients  and  because  of  reduc- 
tion in  staff,  which  are  two  very  unfortunate  circumstances  occur- 
ring at  one  time. 

Miss  Jeanne  Wertheimer  (Presbyterian  Hospital,  New  York) : 
I  wonder  if  Miss  Gilbert  has  any  idea  why  it  is  easier  to  get  the 
statistical  data  of  previous  record  than  the  present  record. 

Miss  Gilbert:  I  meant  that  if  you  just  pick  up  a  record  out  of  a 
clinic  and  read  it,  you  won't  have  any  very  good  idea  of  what  the 
patient  is  like.  You  may  have  a  perfectly  beautifully  recorded  social 
and  medical  history,  but  that  won't  have  meaning  to  you  until  you 
see  the  patient  and  then  everything  fits  in  just  as  if  it  were  a 
jigsaw  puzzle  and  becomes  complete  and  alive. 

Chairman  Cannon:  Did  not  Miss  Gilbert  make  a  distinction 
between  statistical  data  and  research  into  causes  in  the  case? 
There  is  some  connection,  I  suppose,  between  the  two,  but  I  think 
there  is  also  a  difference,  isn't  there,  Mr.  Hurlin?  Is  it  not  possible 
to  get  statistical  data  for  hundreds  of  cases  without  knowing  very 
much  about  the  meaning  of  any  one  of  them,  so  that  you  can  get  a 
total  picture  of  causes  without  knowing  what  has  happened  really 
to  any  one  person? 

Mr.  Hurlin:  Yes,  I  think  that  is  essential  in  the  statistical 
method.  In  statistics  you  are  concerned  with  generalizing  and  you 
are  looking  for  one  particular  factor  and  pay  attention  only  to 
that  factor. 

Chairman  Cannon  :  Yes,  if  you  can  be  sure  of  that  one  factor, 
you  don't  need  to  know  anything  else  about  that  case.  If  you  know 
it  in  thousands  of  cases,  it  may  lead  you  somewhere.  That  is,  I 
think  statistics  are  something  the  simian  brain  has  invented  to  help 
us  to  do  something  about  life  when  we  really  don't  know  anything 
about  it. 

Mr.  Hurlin:  But  analysis  of  the  one  factor  won't  tell  you  all 
you  want  to  know  about  the  one  case  or  even  about  that  factor. 

Chairman  Cannon:  No.  You  might  not  be  able  to  do  anything 
with  that  in  the  one  case,  but  if  you  knew  it  in  enough  cases,  you 
might  be  able  to  do  something  about  it  communitywise. 
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Mr.  Hurlin:  I  was  very  much  interested  in  Miss  Gilbert's  paper 
because  it  confirms  an  impression  that  I  have  had  for  a  long  time. 
I  have  heard  papers  by  research  workers,  sociologists  and  others, 
on  recording  in  social  case  work,  and  I  have  heard  pleas  on  the  part 
of  such  persons  that  the  case  worker  should  bear  in  mind  the 
possibility  of  using  her  record  at  some  time  for  research,  and  I 
think  great  injustice  has  been  done  to  case  workers  by  such  pleas. 
I  feel,  as  I  gather  Miss  Gilbert  does,  that  if  you  are  going  to  conduct 
intensive  research  of  any  kind  the  record  keeping  for  that  research 
needs  to  be  planned  with  reference  to  the  research  and  done  after 
the  plan  for  the  research  is  made  and  not  before  it. 

I  think  what  Dr.  Goldberg  said  about  these  diagnoses  has  a  bear- 
ing in  that  line.  I  doubt  if  you  could  go  back  to  any  of  these  clinics 
and  get  anything  like  statistics,  even  of  the  effect  of  syphilis  in  eye 
diseases,  from  the  medical  or  clinic  records.  If  you  wanted  to  do 
that,  it  would  be  necessary  to  plan  that  research  and  conduct  it 
from  this  point  hence  and  not  from  this  point  back. 

Chairman  Cannon:  Is  it  not  true  that  in  the  field  of  medicine 
and  in  many  other  fields  researches  do  progress  in  just  that  way, 
not  by  any  attempt  to  cover  in  general  practice  all  conceivable 
information  that  might  be  wanted  for  researches,  but  by  concen- 
trating first  on  one  inquiry  and  then  on  another  and  planning  to 
get  for  each  the  information  that  is  necessary  to  answer  its  ques- 
tions, which  is  a  very  different  thing  from  getting  the  information 
that  is  needed  for  the  treatment  of  the  individual  case? 

I  do  think  that  is  fundamental  and  that  we  sha'n't  do  very  well, 
either  in  our  treatment  recording  or  in  our  statistical  recording  or 
researches  until  we  have  cleared  away  a  confusion  on  that  point 
in  our  own  minds. 

Miss  C.  Edith  Kerby  (National  Society  for  the  Prevention  of 
Blindness) :  May  I  challenge  that  last  statement  as  a  statistician 
who  has  had  some  experience  which  shows  that  sometimes  the  thing 
that  the  statistician  is  digging  for  should  be  the  thing  that  the 
medical  worker  or  social  worker  is  digging  for,  too?  In  getting  case 
records  of  children  in  schools  for  the  blind,  we  have  asked  for 
diagnostic  material  that  would  subdivide  the  item  into  topograph- 
ical factor  and  etiological  factor  and  have  found  that  it  isn't  at  all 
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customary  that  that  be  done  in  most  medical  records.  Therefore, 
we  have  had  to  dig  a  little,  particularly  for  the  etiological  factor. 
When  we  dig  for  that  for  statistical  purposes,  presumably  we  are 
asking  them  to  give  us  an  individual  case  record  for  every  case. 
We  find  that  the  doctor  or  the  school  superintendent  himself  is  sur- 
prised to  discover  that  digging  up  that  particular  information  is 
going  to  do  something  for  that  child.  He  has  been  only  vaguely 
conscious  of  what  was  needed  for  100  per  cent  of  those  children, 
and  the  statistical  effort  has  been  the  thing  that  has  given  him  the 
final  push  to  do  it. 

Chairman  Cannon:  I  think  that  is  a  very  interesting  piece  of 
evidence  on  the  positive  relationship  between  the  two.  I  think 
what  Dr.  Goldberg  said  to  us  is  to  the  same  point.  In  so  far  as  our 
interest  in  causes  in  general  is  the  same  as  our  interest  in  the  causes 
in  the  individual  case,  the  two  must  be  one  and  the  same  and,  of 
course,  those  two  things  are  not  separable.  It  is  when  the  research 
into  general  causes  follows  a  method  of  breaking  down  into  ele- 
mentary facts,  isn't  it,  that  we  can  put  them  together  sometimes 
for  big  numbers  when  we  can't  put  them  together  in  the  individual 
case?  But  I  am  sure  that  it  is  true  that  any  statistics  that  seek  to 
lead  us  toward  causes,  that  are  based  upon  poor  diagnostic  work  in 
the  individual  case,  would  be  false  statistics  and  that  anything  that 
directed  our  attention  to  a  better  method  of  seeking  the  truth  of 
the  individual  case  would  serve  both  the  interest  of  the  individual 
and  the  interest  of  the  community. 

Is  there  further  testimony? 

Mrs.  Merrill:  Mention  has  been  made,  Miss  Cannon,  of  the 
frequent  failure  of  the  doctor  to  record  diagnoses,  and  I  should  like 
to  call  attention  to  the  opportunity  that  the  hospital  social  worker 
has  to  do  some  prodding  in  that  connection. 

Dr.  Goldberg:  The  plea  to  have  the  social  worker  attain  an 
awareness  of  the  necessity  of  getting  the  correct  data  will  doubtless 
come  in  handy  five  or  ten  years  hence.  A  particular  point  in  hand 
now:  During  the  last  week  we  finished  a  study  of  10,000  charts 
(and  I  am  rather  interested  in  high-grade  institutions  in  New  York) 
and  of  clinic  records  that  are  extraordinarily  well  kept.  We  found 
in  tabulating  the  ratio  of  syphilis  to  particular  physical  disability, 
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in  one  institution  the  record  of  positive  finding  was  35.2  per  cent, 
which  is  extraordinarily  high  on  the  basis  of  previous  studies  we 
made  where  it  runs  about  10  per  cent  on  industrial  population. 
These  are  all  white  people;  it  would  be  higher  on  the  Negro.  In 
the  other  eight  institutions,  it  ran  about  10  to  11  per  cent.  That 
is  an  anomaly,  it  may  be  said,  and  in  analyzing  the  situation  as  to 
why  that  should  be  (none  of  these  institutions  had  the  routine 
Wassermann),we  very  readily  came  to  the  conclusion,  borne  out  a 
few  days  later,  that  the  institution  giving  a  35.2  per  cent  figure  of 
positives  had  a  physician  in  charge  of  the  syphilis  clinic  who  was 
co-operating  with  the  other  medical  clinic.  He  was  aware  of  the 
relationship  of  syphilis  and  the  other  disability,  and  so  took  particu- 
lar pains  to  question  every  patient  and  very  carefully  to  examine 
every  patient,  male  or  female;  with  the  result  that  he  picked  out 
three  and  one-half  times  as  many  positive  cases  as  the  other 
doctors.    It  was  an  awareness  of  the  situation. 

Chairman  Cannon:  I  think  we  have  had  other  studies  which  go 
to  show  the  same  thing,  that  is,  that  the  usual  routine  attempt  to 
record  causes  only  gives  us  a  fraction  of  what  we  would  get  if  we 
made  a  definite  effort  to  find  a  certain  specific  cause.  I  suppose 
our  question  is,  what  is  the  scope  and  what  is  the  optimum  group 
of  factors  that  we  ought  to  try  to  be  aware  of  and  get  into  practice 
commonly?  What  is  practicable  in  time  and  in  view  of  the  treat- 
ment demands  of  the  individual  case?  For  one  doctor,  syphilis  as  a 
possible  cause  looms  very  large.  Then  someone  else  has  suggested 
perhaps  malnutrition  has  something  to  do  with  it.  We  should  like 
to  know  ten  years  hence  whether  the  depression  resulted  in  loss  of 
vision.  There  probably  are  many  other  causes  that  ought  to  be  in 
mind  in  the  study  of  any  one  case. 

Dr.  B.  Franklin  Royer  (State  and  Provincial  Health  Authori- 
ties of  North  America) :  I  speak  as  a  member  of  the  Committee  on 
Classification,  and  I  shall  discuss  very  briefly  the  earlier  part  of 
Miss  Gilbert's  paper  when  she  took  a  rather  facetious  fall  on  statis- 
ticians. I  recall  my  early  interest  in  records.  I  paid  a  visit  to 
Ward's  Island  before  Adolf  Meyer  went  to  the  Department  of 
Psychiatry  at  Hopkins,  and  saw  him  attempt  to  use  the  well  de- 
veloped record.    It  was  his  custom  with  mental  patients  admitted 
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there  to  have  one  of  the  resident  physicians  carry  the  case 
through  with  all  of  the  various  tests  applied,  to  determine  any 
deviation  from  the  normal  in  the  mentality  of  the  individual,  con- 
cluding with  dictation  of  a  story,  fifteen,  twenty  or  thirty  pages 
long.  Then  the  next  job  was  for  that  man  to  abstract  the  entire 
report  and  boil  it  down  to  a  workable  basis  giving  his  conclusion, 
and  at  the  next  meeting  of  the  staff  to  present  his  patient,  with  all 
of  his  records  and  his  conclusions,  with  explanation  of  why  he  had 
drawn  such  and  such  conclusions  and  with  recommendations  for 
treatment  and  supervision.  If  questioned  for  having  drawn  a 
wrong  conclusion,  he  had  his  extended  tests  to  be  drawn  on. 

I  wonder  whether  some  of  our  records,  both  medical,  which  are 
grossly  at  fault  in  many  institutions,  and  social,  which  are  entirely 
unworkable  by  the  medical  man  in  many  instances,  would  not  be  a 
little  more  usable  if  we  applied  some  of  that  principle  to  our  own 
records?  If  the  doctor  is  held  up  and  prodded,  as  Mrs.  Merrill 
suggested,  from  time  to  time  definitely  and  finally  to  draw  a  con- 
clusion in  a  case  as  to  an  exact  etiologic  factor  and  fault  which  he 
must  determine  if  he  is  going  to  treat  the  case  scientifically  and 
well ;  and  if  the  social  worker  is  stirred  up  to  boil  down  in  abstract 
form  that  very  thing  everyone  of  you  does  for  the  doctor's  guidance, 
and  never  puts  in  writing,  you  might  then  be  getting  facts  on  an 
elementary  basis  that  we  could  all  analyze  and  draw  conclusions 
from. 

Miss  Wertheimer:  May  I  askMr.Hurlin  what  eye  data  the  new 
state  report  will  have? 

Mr.  Hurlin:  The  new  state  report  is  very  elemental;  as  I  indi- 
cated, it  is  a  minimum.  It  will  record  patients  admitted  to  the 
clinic,  and  perhaps  one  of  its  chief  merits  is  the  care  which  has  been 
used  in  definition,  in  rules  of  what  to  count  and  not  to  count,  the 
division  of  those  into  new  and  old  admissions.  Then  the  number  of 
patients  to  each  clinic,  so  that  you  will  have  figures  for  eye  clinics 
distinct  from  dispensaries  as  a  whole  and  figures  for  visits.  I  may 
say  these  are  only  annual  figures,  but  the  report  has  been  set  up  in 
such  a  way  that  it  would  fit  into  any  plan  for  weekly  or  monthly 
figures. 
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It  is  expected  that  these  figures  will  be  asked  for  next  year,  1936. 
This  by  no  means  is  a  complete  system  of  dispensary  statistics  but 
I  think  the  department  has  been  wise  in  going  very  slowly  asking 
simply  at  the  present  for  measurement  of  volume  of  service. 

Miss  McDermott:  That  does  imply  the  adoption  of  the  uni- 
form record  form,  doesn't  it,  in  each  case? 

Mr.  Hurlin:  It  implies  the  use  of  a  uniform  record  form  for  the 
annual  report.  It  also  implies  a  use  of  common  definitions  as  to 
what  a  patient  is  and  what  a  visit  is,  what  an  old  patient  is  and 
what  a  new  patient  is.    I  should  say  that  is  as  far  as  it  goes. 

Madam  Chairman,  I  should  like  to  make  one  other  suggestion  in 
this  connection.  Since  all  eye  clinics,  for  example,  will  be  asked  to 
present  to  the  State  Department  hereafter  comparable  figures  on 
volume  of  the  number  of  patients  served  and  number  of  visits  and 
so  on,  isn't  it  the  time  for  the  eye  clinics  themselves  to  get  together 
and  say  what  minimum  we  should  be  recording  in  addition  to  this 
mere  number  of  patients?  I  am  not  suggesting  what  the  other 
essentials  would  be  for  you  to  record  concerning  each  patient  for 
your  own  use,  but  I  think  I  should  like  to  suggest  that  you  should 
have  a  committee  studying  the  matter,  and  I  should  also  like  to 
suggest  that  one  of  the  things  to  be  noted  should  be  the  physician's 
diagnosis  on  each  case.  Hence,  I  simply  offer  this  report  form  upon 
which  the  committee  has  worked  so  hard ;  if  it,  or  something  like  it, 
were  used  generally  in  these  eye  clinics,  it  would  call  for  a  clear 
diagnosis  of  the  cause,  to  the  best  ability  of  the  physician.  We 
should  not  assume  the  diagnosis  to  be  correct  in  all  cases,  but  at 
least  it  would  be  recorded. 

Then  one  other  advantage  which  I  may  have  mentioned  before  is 
that  the  form  does  call  for  a  specific  recommendation  on  the  part 
of  the  physician.  This  would  mean  the  possibility  of  going  back  to 
some  simple  record  of  this  kind  after  several  months  or  after  a  year 
and  checking  up  on  a  group  of  these  cases  and  saying  whether  the 
results  which  had  been  recommended  by  the  physician  had  been 
attained  in  these  cases.  That  is  not  all  that  would  be  desirable  in 
the  way  of  measurement  of  results  in  this  field  of  social  work,  but 
at  least  it  would  be  one  concrete  effort  toward  measuring  the 
results. 


40  PROCEEDINGS   OF   THE    1 935   ANNUAL   CONFERENCE 

Medical  Social  Service  in  Preventing 
Blindness  From  Glaucoma 

Ellice  M.  Alger,  M.D.,  Chairman 

Chairman  Alger:  Some  eight  years  ago,  Dr.  George  Derby,  of 
the  Massachusetts  Eye  and  Ear  Hospital  in  Boston,  appeared  be- 
fore the  Executive  Committee  of  the  National  Society  for  the  Pre- 
vention of  Blindness  and  described  his  experiences  with  glaucoma 
patients  in  his  hospital.  He  said  that  in  a  very  large  service  in  that 
beautiful  hospital  in  Boston  he  had  a  great  many  patients  with 
glaucoma  and  he  had  had  the  same  more  or  less  disappointing 
results  that  other  oculists  or  ophthalmologists  had  had  in  other 
parts  of  the  country.  Patients  stopped  the  treatment  or  they 
changed  doctors  or  they  went  after  advertised  nostra;  on  the  whole, 
there  were  very  many  patients  who  would  lose  a  serious  amount  of 
vision,  or  became  totally  blind,  who  he  felt  might  have  been  saved  if 
they  could  have  been  followed  up  in  some  way.  He  proposed  to 
the  Society  that  it  assume  the  responsibility  of  paying  the  salary  of 
a  worker  to  work  under  the  supervision  of  Miss  Amy  Smith  of  the 
social  service  department.  He  and  his  staff  with  this  worker  pro- 
posed to  gather  together  all  the  glaucoma  patients  in  that  large 
service  and  establish  a  sort  of  glaucoma  clinic  where  they  could  be 
treated,  where  the  danger  of  the  disease  could  be  explained  to 
them,  and  where  they  could  be  followed  up  for  continuous  treat- 
ment, etc.  He  made  a  very  impressive  plea,  as  I  remember  it,  and 
the  Society  was  glad  to  finance  this  project  for  several  years. 

Incidentally,  that  was  the  beginning  of  the  entire  movement  for  a 
special  training  of  social  service  workers  who  specialize  in  diseases 
of  the  eye,  because  Dr.  Derby  and  Miss  Smith  and  the  faculty  of 
the  Massachusetts  Eye  and  Ear  Infirmary  established  the  first 
course  in  the  training  of  workers  whom  the  Society  financed  for 
work  in  strategic  places  throughout  the  country. 

Unfortunately,  Dr.  Derby  died  shortly  after  that  work  was 
started,  but  I  think  it  is  only  fitting  that  we  should  remember  at 
this  time  the  credit  that  is  due  to  him  and  to  his  co-worker,  Miss 
Amy  Smith,  who  is  with  us  this  afternoon. 


MEDICAL   SOCIAL   SERVICE  41 

The  results  of  that  first  glaucoma  clinic  were  rather  surprising. 
It  was  found  that  there  were  many  times  more  glaucoma  cases  in 
attendance  in  the  hospital  than  there  had  been  any  idea  of.  The 
patients  were  instructed  to  come  back  at  regular  intervals.  Their 
treatment  was  supervised  and  they  were  encouraged;  and  the 
doctors  felt  that  they  were  getting  very  great  improvement  in  the 
results  of  their  treatment,  because  of  these  efforts. 

Glaucoma  is  one  of  the  great  destroyers  of  eyesight,  perhaps  one 
of  the  most  serious  that  we  have.  Glaucoma  and  cataract  are  often 
grouped  together,  but  the  distinction  is  that  with  cataract  the 
patient  frequently  discovers  the  trouble  for  himself  and  it  does  not 
make  very  much  difference  as  far  as  the  final  outcome  is  concerned 
whether  he  sees  his  doctor  at  regular  intervals  or  follows  any  par- 
ticular form  of  treatment.  Cataract  runs  a  fairly  definite  course, 
and  when  the  cataract  matures,  it  is  operated  on  and  the  results 
are  reasonably  satisfactory. 

Glaucoma  is  a  very  different  disease.  In  the  first  place  it  is  much 
harder  to  make  a  diagnosis,  as  probably  in  every  glaucoma  case 
there  is  a  period  of  many  months  when  it  would  be  quite  difficult 
to  say  whether  the  patient  really  had  glaucoma  or  whether  he  was 
just  on  the  borderline.  We  see  patients  with  almost  abnormal 
tension  in  the  eye  who,  nevertheless,  never  show  signs  of  deteriora- 
tion in  the  eye,  while  the  eyes  of  other  patients  with  much  lower 
tensions  do  deteriorate.  Thus  the  diagnosis  in  the  beginning  is  hard 
to  make.  The  disease  is  so  insidious  that  it  is  rather  usual  to  have 
patients  complain  that  they  are  only  beginning  to  have  trouble  with 
their  eyes  and  find  they  have  lost  one  eye  completely  without  even 
knowing  it.  Frequently  we  find  that  serious  damage  has  been 
done  in  the  remaining  eye. 

The  treatment  of  glaucoma,  too,  is  not  so  simple  as  some  other 
diseases,  because  what  is  perfectly  satisfactory  in  one  patient  with 
glaucoma  absolutely  fails  with  the  next  one;  medical  treatment  that 
is  successful  in  one  patient  for  a  period  of  time  may  become  less  and 
less  effective  so  that  something  else  has  to  be  done.  These  patients 
therefore  need  to  be  carefully  and  continuously  watched.  Every 
glaucoma  patient  who  shifts  from  one  hospital  to  another  or 
changes  his  doctor  or  goes  off  on  long  vacations,  does  so  with  a 
certain  amount  of  risk.    He  needs  to  be  watched  all  the  time,  and 
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this  seems  to  be  the  field  in  which  the  social  service  eye  worker 
may  be  of  greatest  use. 

The  first  speaker  this  afternoon  has  had  very  much  the  same  sort 
of  a  problem  before  him  for  a  good  many  years  that  Dr.  Derby  did. 
He  has  been  the  head  of  one  of  the  large  glaucoma  clinics  here  in 
New  York  City,  and  I  presume  that  he  has  had  much  the  same 
experience  that  most  ophthalmologists  have  had,  success  with  some 
patients,  disappointment  with  others,  and  a  constant  tendency  for 
patients  to  shift  from  one  institution  to  another  and  to  get  out 
of  control. 

I  am  somewhat  perturbed  to  have  him  put  the  subject  of  his 
paper  this  afternoon  in  the  form  of  a  question,  "Could  We  Save 
More  Sight  for  Glaucoma  Patients  by  Continuous  Follow-Up  and 
Care?"  I  assume  that  the  answer  to  that  question  is  yes,  but 
we  will  let  Dr.  Schoenberg,  who  is  our  next  speaker,  explain  that  in 
his  own  way. 


Could  We  Save  More  Sight  for  Glaucoma  Patients  by 
Continuous  Follow-Up  and  Care? 

Mark  J.  Schoenberg,  M.D. 

Attending  Surgeon,  Knapp  Memorial  Eye  Hospital,  New  York,  N.  Y. 

Before  I  begin  to  talk  about  the  subject  allotted  to  me,  allow  me 
to  pay  my  compliments  and  express  my  gratitude  to  the  Society 
for  Prevention  of  Blindness  for  allowing  me  to  come  here  and  speak 
about  the  subject  that  is  so  interesting  to  every  ophthalmologist 
and  to  every  social  worker. 

As  I  look  around  here,  I  miss  a  very  valuable  element  which 
ought  to  be  here:  the  general  practitioners  and  undergraduates. 
May  I  suggest  that  the  National  Society  for  Prevention  of  Blind- 
ness should  invite  general  practitioners  and  medical  students  to  the 
next  annual  convention  and  show  them  what  work  you  are  doing 
and  the  problems  you  are  facing? 

I  shall  try  to  talk  to  the  point  and  make  this  as  short  as  possible 
so  as  not  to  tire  you  out.  I  was  trying  to  find  out  how  many 
glaucoma  patients  there  are  in  this  city.    How  many  people  are 
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getting  blind  yearly  in  the  United  States?  No  one  knows!  Is  there 
no  way  of  knowing  it?  My  sources  of  information  failed  and 
nobody  in  the  world  knows  how  many  people  do  get  blind  from 
glaucoma.  The  only  thing  I  could  find  out  was  that  about  10 
per  cent  of  the  blind  people  owe  this  misfortune  to  glaucoma.  How 
true  that  is,  nobody  knows.  In  other  words,  we  are  very  far  behind 
the  statistical  approach  to  the  subject. 

However,  from  our  own  experience  in  clinics  and  hospitals,  we 
know  that  every  day  quite  a  number  of  new  patients  start  upon  the 
career  of  glaucoma.  There  is  every  year  a  crop  of  people  who  go 
blind  from  glaucoma.  If  we  only  knew  where  the  fault  lies,  we 
could  often  remedy  this  fault  and  prevent  blindness. 

To  start  with,  I  must  make  the  statement,  perfectly  familiar  to 
every  eye  physician,  probably  to  every  one  of  you,  that  glaucoma 
is  not  curable.  Blindness  from  glaucoma  is  preventable  in  a  large 
majority  of  cases,  but  glaucoma,  as  far  as  science  is  advanced  today, 
is  not  curable,  just  as  diabetes  is  not  curable.  No  one  is  under  the 
impression  that  insulin  or  diet  cures  diabetes,  and  no  one  should  be 
under  the  impression  that  glaucoma  is  curable  by  any  sort  of 
means. 

While  it  is  true  that  certain  drugs  or  an  operation  may  establish 
some  sort  of  a  balance  in  the  physiology  of  the  eye,  and  the  eye 
becomes  softer,  once  glaucoma  has  begun,  there  is  always  glaucoma, 
just  as  once  diabetes,  always  diabetes.  This  does  not  mean  that 
science  will  never  find  a  cure  for  these  diseases.  Blindness  from 
glaucoma  is  preventable  and  that  is  why  I  am  talking  here  today. 

As  far  as  I  know,  there  are  only  two  glaucoma  clinics  in  the 
United  States.  One  is  in  Boston,  where  my  friend,  the  late  Dr. 
George  Derby,  started  the  clinic  with  the  object  of  educating  the 
patients  as  to  the  importance  of  regular  treatment,  and  helping 
them  by  the  aid  of  social  workers.  The  other  one  is  at  the  Knapp 
Memorial,  where  the  service  was  started  with  the  purpose  of  search- 
ing for  the  unknown  causes  of  this  affliction,  as  well  as  for  giving  the 
type  of  services  provided  at  the  Boston  Clinic.  Of  course,  two 
glaucoma  clinics  in  a  country  like  the  United  States  are  just  a  drop 
in  an  ocean.   But  the  beginning  has  been  made. 

What  is  glaucoma?  Glaucoma  is  a  fatal  disease  of  the  eye;  once 
it  strikes,  it  impairs  or  destroys  the  vision — if  not  treated  in  time. 
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I  don't  know  of  any  single  case  of  glaucoma  which  recovered  with- 
out treatment.  This  tragedy  starts  with  the  first  act,  continues  to 
the  second  and  finishes  up  with  the  third  act.  The  first  act — the 
beginning — is  frequently  almost  imperceptible,  so  mild  that  it  is 
very  difficult  for  the  patient  to  know  that  there  is  something  wrong 
with  the  eye.  It  is  extremely  difficult  for  the  eye  physician  to  make 
a  diagnosis  during  the  first  act  and,  of  course,  the  social  worker  has 
nothing  to  do  with  this  work  at  this  time.  There  are  very  slight, 
very  insidious  symptoms,  perhaps  just  a  little  headache  around  one 
eye.  That  does  not  mean  that  every  headache  around  the  eye  is  a 
sign  of  glaucoma.  Perhaps  there  is  a  slight  cloudiness  in  front  of 
the  eye,  once  in  a  while.  Occasionally  the  patient  sees  a  rainbow 
ring  around  the  light  and  sometimes  he  or  she  feels  conscious  of  the 
eye.  Occasionally,  patients  think  they  need  a  change  of  glasses,  and 
they  return  every  few  months  for  stronger  glasses.  A  careful 
examination  reveals  the  presence  of  glaucoma  in  such  cases,  in 
which  the  function  of  accommodation  (or  of  focusing)  is  failing. 

The  patient  who,  perhaps,  is  too  busy  with  his  own  troubles 
making  a  living,  or  has  something  else  on  his  mind,  does  nothing 
about  these  symptoms  and  then,  some  day,  the  second  act  begins — 
either  like  a  storm,  as  acute  glaucoma,  when  the  eye  suddenly 
becomes  hard,  red  and  blind,  within  a  few  hours;  or  like  a  gently, 
slow-burning  fire  under  a  heavy  layer  of  ashes,  as  simple  glaucoma. 
In  this  case,  more  or  less  mild  disturbances,  such  as  slight  feeling  of 
pressure  in  the  eye,  obscuration  of  vision,  seeing  rainbow  rings 
around  a  light,  appear  on  and  off.  The  loss  of  vision  in  this  type  of 
case  is  so  gradual  and  slow  that  even  the  patient  does  not  know 
that  he  is  losing  his  sight.  Sometimes  it  happens  that  a  patient 
comes  to  the  clinic  with  a  perfectly  blind  eye  and  does  not  know  it. 
And  if  this  is  possible,  we  can  understand  how  it  is  possible  for 
some  people  to  lose  50  per  cent  of  the  vision  of  one  eye  without 
being  aware  of  it,  especially  if  the  other  eye  is  good. 

Finally,  the  third  act  brings  the  tragic  end — the  eye  is  blind — 
and  nothing  can  be  done  about  it. 

One  important  principle  in  glaucoma  of  long  standing  is  that 
most  of  the  time  whatever  sight  is  lost  cannot  be  recovered.  If  the 
patients  have  lost  SO  per  cent  of  their  sight,  they  will  not  get  it 
back.     Perhaps  they  get  back  a  little  by  faithful  treatment  or 
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operation  but  never  all.  So  that  the  whole  idea  is  to  get  hold  of 
glaucoma  patients  at  the  very  earliest  beginning. 

The  second  principle  is  that  once  we  get  hold  of  a  glaucoma 
patient  never  to  let  him  escape  expert  watching.  Such  patients 
have  to  return  at  very  regular  intervals,  because  there  are  ups  and 
downs  in  this  disease.  There  are  times  when  the  condition  remains 
stationary,  perhaps  for  weeks  or  months.  The  patient  feels  well ; 
begins  to  neglect  the  treatment  and  stops  going  to  the  physician. 
Then,  suddenly,  the  condition  flares  up  again,  the  vision  fails  con- 
siderably and  the  danger  is  that  the  damage  may  be  permanent. 

When  the  patient  comes  to  the  hospital  or  to  the  dispensary  (and 
every  dispensary  here  has  very  well-trained  men  to  take  care  of 
the  cases  of  glaucoma),  he  has  to  undergo  a  very  long  examination, 
a  repeated  examination,  especially  if  his  condition  is  in  the  earliest 
stage.  He  has  to  come  back  a  number  of  times  to  undergo  a  number 
of  tests.  He  has  to  be  carefully  watched  from  week  to  week  or 
from  month  to  month  to  see  whether  the  eye  gets  hard,  whether 
the  vision  goes  down,  whether  his  field  of  vision  fails,  and  so  on  and 
so  on.   But  that  means  that  the  patient  has  to  come  very  regularly. 

One  very  important  point  in  the  study  of  glaucoma,  which  has 
been  found  out  during  the  last  few  years,  is  that  we  no  longer  limit 
our  study  to  the  examination  of  the  eye  alone,  and  that  the  exami- 
nation of  the  body  no  longer  consists  only  in  that  of  the  heart,  lungs, 
kidneys,  gastro-intestinal  tract.  Years  ago  we  used  to  send  our 
patient  to  a  doctor.  The  doctor  would  examine  him  and  send  in 
a  report:  heart,  lungs,  kidneys,  gastro-intestinal  tract,  Wasser- 
mann,  negative — negative,  and  that  was  all  there  was  to  it.  Things 
have  changed  quite  radically  since  the  clinician  has  added  to  his 
field  of  investigation  the  laboratory  findings  and  the  study  of  the 
central  nervous  system,  of  the  endocrines,  of  the  constitution,  and 
of  the  physical  life  of  the  individual. 

One  of  the  most  important  factors  in  the  course  of  glaucoma  is 
the  emotional  life  of  each  patient,  the  thing  which  the  doctors 
ignored  in  all  the  centuries  gone  by,  and  the  rest  of  the  world 
thought  was  only  thin  air  and  nothing  else.  Of  course,  lately,  all 
of  us  know  that  it  is  not  so.  Those  who  studied  experimental 
psychology  and  physiology  know  what  emotion  can  do  to  a  human 
being.    In  normal  conditions  emotional  upsets  will  bulge  the  eyes, 
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in  animals  as  well  as  in  human  beings,  will  dilate  the  pupils,  will 
make  the  hair  stand  up,  will  make  the  patient  sweat,  will  dry  out 
the  mouth,  will  upset  the  digestion,  will  upset  the  entire  function 
or  physiology  of  the  patient.  Of  course,  emotion  will  upset  any 
organ  that  happens  to  be  sick  and  apparently  more  than  the  rest 
of  the  organism.  That  organ  becomes  the  shock  absorber  for  the 
emotional  upset. 

If  we  are  dealing  with  a  glaucoma  patient,  that  is  just  what  is 
going  to  happen.  An  emotional  upset  will  harden  the  eyeball,  and 
one  of  the  most  characteristic  symptoms  of  glaucoma  is  hardening 
of  the  eye.  In  glaucoma,  therefore,  the  eye  is  the  shock  absorber  in 
emotional  upsets.  It  is  for  this  reason  that  the  question  of  fright, 
anger,  mental  depression,  etc.,  is  being  very  carefully  investigated 
by  workers  in  the  field  of  glaucoma.  On  the  other  hand,  if  dis- 
pensary physicians  have  to  look  after  30  to  60  new  patients  in  an 
afternoon,  how  are  they  going  to  look  into  all  these  details  in 
glaucoma?  The  answer  is  that  this  study  cannot  be  done  in  a  gen- 
eral eye  dispensary,  where  speed  is  essential  to  take  care  of  so  many 
patients.  The  only  salvation  is  offered  by  establishing  special  de- 
partments for  glaucoma  in  each  eye  dispensary. 

Knowing  the  failings  of  the  human  mind  (misunderstanding  and 
forgetfulness),  we  have  prepared  a  short  printed  list  of  instructions 
which  is  given  to  each  of  the  patients  of  the  glaucoma  clinic  of  the 
Knapp  Memorial  Eye  Hospital  of  New  York. 

1.  "Follow  carefully  physician's  instructions." 

The  average  patient  does  not.  In  the  first  place,  he  forgets  what 
you  have  told  him.  If  he  is  a  patient  beyond  fifty-five  or  sixty  or 
even  if  he  or  she  is  younger,  the  alarm,  the  mental  upset,  the  fright, 
rob  him  of  memory  and  clear  reasoning.  When  patients  reach 
home,  they  turn  the  instructions  upside  down.  We  tell  them  to  use 
the  drops  three  times  a  day;  they  will  go  home  and  use  them  once 
in  three  days  or  something  of  that  sort.  Here  begins  the  role  of  the 
social  worker  who  is  going  to  write  down  plainly  the  instructions: 
"Use  these  drops,  one  drop  in  each  eye  three  times  a  day;  use  one 
drop  the  last  thing  before  you  go  to  bed;  use  it  the  first  thing 
when  you  get  up  in  the  morning."  But  written  instructions  are  not 
enough.    People  do  not  know  how  to  put  drops  in  their  eyes;  some 
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are  awkward,  others  do  not  see.    The  social  worker  has  to  teach 
them  this  thing  and  to  make  sure  that  it  is  being  done  right. 

2.  "If  the  eye  becomes  blurred  or  painful,  go  to  the  clinic  as 
soon  as  possible." 

Some  patients  wait  days  or  weeks  before  going  to  the  clinic. 
They  wait  until  the  condition  has  advanced  to  such  a  state  that  it 
becomes  a  really  acute  attack  of  glaucoma  which  might  have  been 
prevented  by  early  energetic  treatment. 

3.  "Avoid  dark  rooms,  movies  and  strong  coffee." 

This  is  an  instruction  which  is  very  rarely  given  to  glaucoma 
patients.  However,  the  fact  has  been  established  that  if  you  keep 
a  glaucoma  patient  in  the  dark  for  an  hour,  his  eye  tension  will  go 
up  five  to  15  or  more  points.  That  means  the  eye  will  get  so  much 
harder.  The  patient  is  not  supposed  to  sit  in  the  dark.  He  is  not 
supposed  to  have  a  dark  apartment,  or  if  he  lives  in  a  dark  apart- 
ment, he  is  supposed  to  have  bright  electric  lights  in  the  kitchen  or 
living  room.  The  patient  is  not  supposed  to  go  to  the  movies  where 
he  remains  for  two  and  one-half  hours  in  the  dark.  Again  and  again, 
it  has  been  observed,  not  only  by  myself  but  by  many  others,  that 
glaucoma  patients  carry  away  from  movies  not  only  the  memory 
of  a  pleasantly  spent  few  hours  but  also  a  nice  little  one-sided 
headache  frequently  due  to  a  more  or  less  intense  hardening  of  the 
affected  eye. 

No  movies!  or,  if  the  patients  cannot  forego  the  pleasure,  let 
them  use  the  drops  before  and  after,  and  have  the  eye  physician 
check  up  on  the  results. 

Strong  coffee  works  just  as  in  an  animal  experiment.  Just  give 
a  patient  with  glaucoma  two  cups  of  strong  coffee;  measure  the 
tension  before  and  after  and  you  will  see  how  the  tension  goes  up. 
These  patients  must  not  drink  strong  coffee. 

4.  "Keep  your  bedroom  well  ventilated." 

The  eye  physician  cannot  go  to  every  patient's  home  and  investi- 
gate the  ventilation  of  the  bedroom.  It  is  for  the  social  worker  to 
investigate  the  home  conditions  of  the  patient.  He  surely  needs 
plenty  of  cool  air  and  oxygen. 
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5.  "Do  not  get  excited  or  angry." 

Here  is  the  subject  of  emotional  upset  and  emotional  life  of  the 
patient.  Who  is  going  to  talk  that  over  with  the  patient?  Someone 
who  knows,  who  gets  to  know  the  patient,  who  takes  the  trouble 
to  sit  down  and  gossip  and  talk  and  takes  the  time  to  find  out  what 
sort  of  a  person  we  are  dealing  with,  and  who  has  to  fashion  a  new 
philosophy  with  that  patient.  And  it  is  not  so  difficult  to  change 
it  in  some  patients.  No  matter  how  nervous  they  are  and  how  little 
control  they  have,  when  they  get  to  know  that  it  is  a  question  of 
blindness,  they  are  going  to  change  a  good  deal  of  their  way  of 
reacting  to  worrisome  situations.  Not  only  this,  but  the  family  and 
the  next  of  kin  being  told  that  the  matter  is  serious,  that  the 
patient's  blindness  may  be  prevented  by  sparing  him  or  her  excite- 
ment and  worry,  are  going  to  argue  and  contradict  less,  and  thereby 
ease  the  nervous  tension  of  the  patient. 

6.  "Keep  your  bowels  regular.  Keep  outdoors,  especially  on 
bright  days." 

7.  "Do  not  wear  tight-fitting  clothes,  especially  do  not  wear  a 
tight  collar." 

We  frequently  see  people  with  a  slightly  purple  face  and  hard 
eyeballs  due  to  the  wearing  of  tight  collars. 

8.  "Keep  your  teeth  clean  and  healthy." 

Who  is  going  to  bring  home  to  these  patients  these  points?  Who 
is  going  to  teach  the  patients  or  their  relatives  how  to  instil  drops? 

If  the  question  of  an  operation  comes  up,  who  is  going  to  prevail 
upon  the  patient  and  his  family  to  consent  as  early  as  possible? 
It  is  the  social  worker  who  can  reason  things  out  for  the  patient 
much  better  than  the  physician.  The  doctor  is  too  far  above,  too 
far  away,  from  that  patient's  point  of  view. 

There  are  so  many  valuable  things  that  a  social  worker  can  do. 
There  is  statistical  work.  We  have  patients  going  from  one  clinic 
to  the  other,  trying  to  find  a  physician  who  may  advise  against 
an  urgent  operation.  Time  is  lost  and  the  result  is  a  blind  eye.  If 
there  were  a  central  bureau,  where  the  name  of  every  glaucoma 
dispensary  patient  would  be  kept  on  file,  these  patients  could  be 
carefully  watched  and  eye  mortality  from  neglect  would  not  be 
possible. 
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Chairman  Alger:  I  am  sure  we  have  all  enjoyed  this  address  by 
Dr.  Schoenberg;  there  are  many  things  in  his  paper  that  oph- 
thalmologists theoretically  know  but  practically  ignore.  The  one 
point  I  should  like  to  make  is  that  while  Dr.  Schoenberg's  remarks 
have  all  been  addressed  to  us  about  the  dispensary  patient,  the 
need  is  just  as  great  among  private  patients.  The  problem  is 
exactly  the  same.  They  don't  understand  the  trouble  any  better 
than  does  the  dispensary  patient  and  they  are  much  more  likely 
to  go  off  on  long  trips  or  go  to  different  hospitals  in  different  towns. 

I  think  we  shall  postpone  the  discussion  of  this  paper  until  after 
the  next  one,  and  then  discuss  them  together. 

Our  next  speaker,  Miss  Amy  G.  Smith,  is  one  of  the  founders  of 
this  entire  movement.  She  enjoys  the  distinction,  as  I  said  before, 
of  being  the  social  service  worker  who  was  associated  with  Dr. 
Derby  in  the  first  glaucoma  clinic.  I  am  very  much  surprised  that 
Dr.  Schoenberg's  makes  only  two.  I  supposed  there  were  more  of 
them,  but  he  would  know  more  about  that  than  I.  Miss  Smith 
has  been  for  a  good  many  years  the  social  worker  at  the  Massa- 
chusetts Eye  and  Ear  Infirmary,  which  is  one  of  the  largest  and  one 
of  the  best  and  most  carefully  run  eye  institutions  in  America,  and 
we  are  going  to  listen  to  her  with  very  great  pleasure. 

Facts  from  Seven  Years'  Experience  of  a  Social  Service 
Follow-Up  and  Care  of  Glaucoma  Patients 

Amy  G.  Smith 
Chief  Worker,  Medical  Social  Service,  Massachusetts  Eye  and  Ear  Infirmary,  Boston 

The  method  that  has  directed  the  course  of  social  work  at  the 
Massachusetts  Eye  and  Ear  Infirmary  since  its  inception  in  1907 
has  been  to  select  certain  important  eye  diseases  and  follow  all  of 
the  patients  in  these  particular  groups.  Of  course,  the  department 
had  to  grow  from  a  very  small  beginning  and  all  important  groups 
could  not  be  taken  on  at  once.  At  first,  the  preference  was  given 
to  the  diseases  of  children  as  presenting  the  opportunity  for  the 
most  constructive  work. 

Individual  cases  of  glaucoma  were  referred  from  time  to  time  by 
the  medical  staff  to  the  social  worker,  but  owing  to  economic 
reasons  and  lack  of  sufficient  number  of  workers,  some  years  had 
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to  elapse  before  it  was  possible  to  take  these  patients  on  as  a  group 
for  following.  It  was  not  until  1928,  when  the  National  Society  for 
the  Prevention  of  Blindness  made  it  possible  for  the  Massachusetts 
Eye  and  Ear  Infirmary  to  engage  a  special  worker,  that  we  began 
our  real  follow-up  on  glaucoma.  About  four  years  before  a  part- 
time  volunteer  had  been  secured,  who  followed  these  patients,  but 
over  200  patients  had  lapsed  treatment  during  this  time  and  the 
situation  was  serious.  On  an  average  these  lapsed  patients  paid 
only  three  visits  a  year.  The  new  worker,  Miss  Janet  Gorton,  had 
had  considerable  experience  in  eye  social  work  and  it  was  felt  that 
she  was  capable  of  taking  up  this  difficult  job.  Some  500  cases 
were  reviewed.  With  the  help  of  the  doctors,  the  medical  records 
were  studied,  recommendations  given  on  those  patients  who  needed 
immediate  looking  up,  the  homes  were  visited,  and  thus  began  the 
serious  work  of  following  the  glaucoma  patients.  All  the  social  data 
secured  by  the  worker  were  kept  in  systematic  form  as  it  was 
thought  much  might  be  learned  from  these  later. 

No  one  suggested  at  that  time  how  the  numbers  of  these  patients 
might  increase,  but  they  have  rolled  up  like  a  snowball.  Between 
200  and  300  new  patients  a  year,  and  at  the  end  of  1935,  well  over 
1 ,000  cases,  old  and  new,  will  have  reported  to  the  Eye  Clinic  this 
year.  As  many  as  38  report  to  the  clinic  on  some  mornings.  Of 
course,  these  large  figures  include  all  glaucomas,  secondary  as  well 
as  primary.  The  secondary  glaucomas  may  comprise  less  than  one- 
half  the  total  number.  Primary  cases  of  glaucoma  are  seldom  closed 
except  in  case  of  death  or  when  referred  elsewhere  for  treatment; 
and  the  following  table  will  give  you  the  number  of  primary  glaucoma 
patients  who  have  been  under  constant  treatment  at  the  Infirmary 
from  one  to  seven  years,  and  are  still  reporting  regularly  to  clinic. 


Primary  Glaucoma 

Patients,  1928-1935 

114  patients 

known  to  social  service  in  1928 

48 

(4                < 

'      "          "       "  1929 

36 

(1                4 

'      "          "       "  1930 

49 

44                4 

<      --          -<        «  1931 

69 

4  4                4 

4                4,                          4.                  44      1932 

102 

44                4 

'      ' 1933 

118 

(4                4 

"  1934 

118 

44                  4 

4              «                       44                 4,      1935 
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This  totals  654  patients  and  of  this  number  only  51  have  been 
reported  to  the  Division  of  the  Blind.  Five  of  the  51  are  buph- 
thalmos  cases  and  are  in  institutions  for  the  blind. 

During  this  time  one  study  has  been  made,  in  1932,  by  Dr. 
Carvill.  This  study  reviewed  457  cases  under  constant  treatment, 
covering  a  two-year  period,  March,  1928,  to  March,  1930.  Fifty- 
seven  per  cent  were  primary  glaucomas  and  43  per  cent  secondary. 
The  study  covered  the  medical  treatment,  together  with  much 
social  information. 

But  the  question  has  been  asked  if,  after  seven  years'  work,  we 
can  show,  from  the  standpoint  of  medical  research,  significant 
medical  facts  as  a  result  of  this  thorough  follow-up  work  done  at 
the  Massachusetts  Eye  and  Ear  Infirmary.  Has  it  been  attempted 
to  estimate  or  evaluate  the  amount  of  sight  saved  for  patients 
through  this  follow-up?  I  hope  to  show  that  at  the  Infirmary  we  are 
convinced  that  we  do  save  sight  through  this  following,  but  there 
has  been  no  medical  research  attempted  to  prove  it.  One  might 
ask  how  it  would  be  possible  accurately  to  determine  the  amount 
of  sight  saved  in  glaucoma  patients  through  social  service  following. 

The  daily  experience  of  the  medical  staff  with  social  service  in 
their  work  with  glaucoma  patients  has  fully  convinced  them  of  its 
value.  They  see  examples  every  day  of  patients  having  vision 
conserved  through  this  aid  to  their  medical  treatment.  They 
would  have  less  opportunity  to  use  their  medical  skill  for  the 
patients'  benefit  if  these  patients  did  not  return,  and  a  large  per- 
centage of  them  certainly  would  not  return  without  personal  fol- 
lowing. Medical  research  will  always  be  done  on  glaucoma 
patients  and  there  are  phases  of  the  work  under  study  now,  but 
social  following  of  patients  constitutes  just  another  tool  necessary 
to  the  success  of  the  whole  medical  job  as  it  is  handled  in  a  large 
eye  clinic. 

In  my  talk  with  Dr.  Waite,  chief  of  the  Ophthalmic  Staff,  he 
named  five  headings  under  which  he  placed  the  services  rendered 
by  social  service  to  the  glaucoma  work:  (1)  educational  service  in 
the  clinic  and  in  the  home;  (2)  hospitalization,  which  includes  the 
economic  problem,  language  difficulty,  and  persuasion  for  medical 
and  surgical  treatment;  (3)  the  follow-up;  (4)  statistical  review; 
and  (5)  the  education  of  house  officers. 
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In  the  clinic  the  doctor's  time  is  limited.  The  number  of  patients 
and  lack  of  time  prevent  his  giving  to  the  patient  all  the  needed 
instructions.  Thus  the  social  worker  has  to  explain  the  nature  of 
the  treatment,  the  purpose  and  type  of  operations  recommended, 
the  use  of  the  eye  drops  which  is  often  complicated,  as  it  may  be 
different  for  the  different  eyes.  The  patient  may  fail  to  use  eye 
drops  because  they  cause  headaches  and  curtail  vision  and  he  is 
afraid  of  some  injurious  effect.  Therefore,  he  must  be  told  how 
these  drops  may  act,  and  instructed  as  to  the  use  of  the  eyes  in 
continuing  employment.  The  social  worker  makes  use  of  the  group 
method  of  handling  these  patients  in  the  clinic.  As  they  sit  to- 
gether while  waiting  for  examinations,  one  patient,  who  has  had 
a  successful  operation,  can  help  interpret  to  another  patient  who 
is  fearful  of  results;  the  patients  become  interested  in  discussing 
their  tensions,  and  this  stimulates  their  interest  in  reporting  regu- 
larly and  following  out  the  treatment.  The  visit  to  the  home  gives 
the  worker  an  opportunity  to  instruct  the  family,  to  check  upon 
the  patient's  use  of  eye  drops  or  the  massage,  or  to  learn  of  any 
complication  that  exists  in  the  patient's  life. 

One  of  our  patients  who  came  to  the  clinic  to  get  glasses  was 
given  drops,  and  it  was  explained  to  him  that  no  new  glasses  could 
be  given  at  present.  He  became  discouraged,  did  not  return  to 
the  clinic  and  did  not  use  the  drops.  When  the  home  was  visited 
and  the  condition  explained  to  the  wife  who  had  not  understood, 
the  patient  resumed  treatment,  came  to  the  clinic  and  at  present 
is  co-operating  in  every  way. 

In  the  question  of  hospitalization,  the  economic  problem  with 
the  ward  rates,  the  loss  of  wages,  and  other  difficulties  are  sure  to 
loom  large.  Often  when  the  breadwinner  of  the  family  must  come 
for  an  operation,  some  adjustment  has  to  be  made.  The  time  that 
a  man  can  leave  his  job  for  an  operation  may  have  to  be  arranged 
so  that  he  can  hold  his  job.  If  it  is  the  mother  who  is  the  patient, 
possibly  the  children  must  be  placed  away  from  the  home  tempora- 
rily. There  is  difficulty  to  be  encountered  when  the  first  operation 
or  even  two  are  not  successful  and  they  must  be  repeated.  Con- 
stant encouragement  is  needed  by  such  a  patient,  giving  him  a 
measure  of  security  in  the  feeling  that  the  worker,  the  doctor  and 
the  hospital  all  are  intensely  interested  in  his  progress. 
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The  follow-up  we  all  talk  about  is  not  a  mechanical  system.  It  is 
a  very  close  personal  affair  and  starts  in  the  clinic,  in  a  relationship 
with  the  patient.  The  worker  must  work  very  closely  with  the 
staff  men.  She  must  be  familiar  with  all  the  aspects  of  each  medical 
problem.  She  must  acquaint  the  doctor  with  the  patient's  difficul- 
ties as  she  learns  them.  He  can  often  account  for  the  variations 
at  times  in  the  patient's  tension,  when  he  knows  the  economic 
worries  and  home  situation.  The  worker  builds  up  her  own  back- 
ground of  knowledge  from  the  reactions  met  in  different  patients 
to  the  phases  of  instruction.  The  various  age  groups,  nationalities, 
types  of  personalities,  must  be  approached  differently.  She  learns 
to  gauge  what  arguments  will  appeal  most  to  each.  This  daily  con- 
tact with  these  patients,  taking  into  account  their  different  settings, 
results  in  a  skillful  handling  of  their  problems.  Treatment  for  a 
patient  is  planned  and  made  as  easy  as  possible  for  him  to  follow. 
Clinic  appointments  are  arranged  so  as  not  to  conflict  with  the 
patient's  working  days.  A  patient  with  a  job  is  the  most  difficult 
patient  to  keep  under  treatment.  His  fear  of  losing  his  job  is  even 
greater  than  the  fear  of  losing  his  eyesight.  The  patient  is  given 
opportunity  to  renew  drops  in  the  clinic  between  visits  and  clinic 
appointments.  Often  a  member  of  his  family  will  take  on  this 
responsibility  and  return  for  the  drops.  In  some  cases,  pilocarpine 
has  been  secured  through  a  reliable  druggist  outside  and  sent 
through  the  mail  to  patients,  as  this  cannot  be  done  from  the 
hospital.  Transportation  of  the  infirm  or  low-vision  cases  is  an 
urgent  service  that  must  be  provided  them. 

When  the  medical  staff  reorganized  the  Eye  Clinic  in  order  to 
facilitate  medical  treatment  of  some  20  to  35  glaucoma  patients 
daily  in  a  large  eye  clinic,  the  house  officers  were  assigned  to  the 
various  tests  for  these  glaucoma  patients.  These  house  officers 
become  very  glaucoma-conscious  and  the  social  worker  works 
very  closely  with  them  also.  She  brings  to  their  attention  many 
social  facts  concerning  the  patients,  with  the  result  that  when  these 
house  officers  are  about  to  leave  the  Infirmary  for  their  own  prac- 
tices, invariably  they  ask,  "How  shall  I  follow  my  glaucoma 
patients?"  But  these  men  trained  in  the  Eye  Clinic  will  go  into  the 
community  and  recognize  glaucoma.  For  some  of  the  most  tragic 
cases  of  glaucoma  are  those  patients  treated  by  an  oculist  in  the 


54  PROCEEDINGS   OF   THE    I935   ANNUAL   CONFERENCE 

community  who  did  not  recognize  the  early  signs  of  primary  glau- 
coma. Usually  these  patients  come  to  the  clinic  when  the  disease 
is  too  far  advanced  for  the  doctor  to  save  much  vision. 

Many  of  our  patients  act  as  publicity  agents,  spread  propaganda 
in  the  community  regarding  glaucoma  and  bring  other  patients  to 
the  clinic.  We  always  give  to  the  patients  the  little  pamphlet 
on  glaucoma,  published  by  the  National  Society  for  the  Prevention 
of  Blindness,  and  from  all  the  facts  these  patients  learn  about  their 
own  condition,  it  is  no  wonder  they  more  often  than  not  make  an 
accurate  sizing  up  of  eye  symptoms  in  a  neighbor  or  a  friend. 

The  following  are  the  records  of  a  few  of  our  interesting  cases. 
Only  one  of  these  is,  perhaps,  exceptional,  the  others  are  represen- 
tative of  dozens  of  patients  coming  to  the  clinic. 

A  private  patient,  referred  by  one  of  the  visiting  doctors  who 
brought  him  to  the  hospital,  was  a  man  of  45,  who  had  lost  one 
eye  through  neglect.  He  had  financial  reverses  but  held  a  position 
with  a  good  deal  of  responsibility  which  also  required  some  clerical 
work.  He  was  told  that  his  good  eye  was  in  a  serious  condition 
and  needed  operation.  The  patient  was  much  worried,  felt  suicide 
was  the  only  way  out,  was  about  to  resign  his  position  and  give 
up  hope.  He  was  instructed  by  the  worker  as  to  the  nature  of  the 
operation  and  what  he  might  expect,  advised  to  make  a  temporary 
job  adjustment  and  to  hope  that  his  eye  would  come  out  well  after 
the  operation.  Fortunately  he  was  very  successfully  operated 
upon  and  his  vision  was  good  enough  for  him  to  continue  with  his 
position. 

A  man,  who  is  a  janitor,  came  to  the  hospital  May,  1929.  Vision : 
right  eye,  20/30-3;  light  perception  in  the  left  eye.  After  three 
visits  an  operation  was  advised  to  which  he  was  first  opposed. 
He  always  says  that  social  service  was  responsible  for  his  being 
operated  upon.  He  has  made  38  visits,  fields  holding  well  in  the 
right  eye.  He  is  still  working  as  a  janitor.  September,  1933, 
vision  in  his  right  eye,  20/30;  in  the  left,  shadows. 

A  man  first  came  to  the  clinic  December,  1930.  Hewas  advised  to 
return  monthly  for  a  check-up  and  use  pilocarpine.  He  found  it 
difficult  at  first  to  use  the  drops  because  of  cut-down  vision;  and 
he  was  inclined  to  omit  visits  for  fear  of  losing  his  job.  It  was  ar- 
ranged so  that  he  could  come  on  days  off  from  work,  which  has 
resulted  in  his  faithful  attendance.  He  uses  his  drops  which  he 
renews  between  clinic  visits.     No  operation  has  been  necessary. 
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He  is  still  working.  In  1930  vision  in  the  right  eye,  20/50;  in  the 
left,  20/30.  In  1935  vision  in  his  right  eye  remained  unchanged, 
while  vision  in  his  left  eye  was  altered  to  20/40.  He  has  made 
35  clinic  visits. 

A  man,  a  bookkeeper,  supports  his  mother,  came  in  1933, 
vision  20/20  in  both  eyes.  He  refused  operation  and  was  puton  pilo- 
carpine. He  neglected  clinic  visits  unless  he  was  jacked  up.  The 
service  was  changed  to  accommodate  his  work.  He  made  23  clinic 
visits.  Vision  remained  20/20  in  both  eyes ;  field  changes  no  worse. 
He  is  still  working. 

A  woman,  21  years  old,  a  cook,  with  buphthalmos  in  both 
eyes.  Her  first  visit  was  in  October,  1930.  She  could  see  fingers  at 
6  feet  with  her  right  eye  and  at  8  feet  with  her  left  eye.  There  have 
been  16  admissions  for  operations,  13  slight  operations  in  the  clinic, 
52  clinic  visits.  In  January,  1935,  vision  in  her  right  eye  was 
3/200,  and  in  her  left,  20/50.  Her  visual  fields  are  holding 
well  and  she  is  employed.  This  patient  was  most  difficult,  has  a 
sister  who  is  blind,  and  fears  blindness.  She  would  wake  up  at 
night  with  nightmares  that  she  had  lost  her  sight,  and  would  be- 
come extremely  depressed  and  give  up  treatment.  She  needed 
constant  encouragement. 

How  could  you  measure  the  results  of  possible  sight  saved  in 
cases  like  these? 

Discussion 

Chairman  Alger:  I  am  sure  we  have  all  enjoyed  very  much 
Miss  Smith's  paper.  I  think  you  will  agree  with  me  that  any 
system  which  brings  so  large  a  number  of  patients  back  at  frequent 
intervals  for  inspection  can't  possibly  fail  to  prevent  blindness. 
You  can't  possibly  get  any  statistical  method  of  deciding  just  how 
much  blindness  is  saved,  but  some  of  those  patients,  apparently, 
and  it  would  be  very  interesting  to  know  what  percentage,  had  to 
be  operated  upon. 

I  think  there  are  quite  a  number  of  workers  here  from  other 
institutions  and  we  should  like  to  hear  from  some  of  them. 

Miss  Gertrude  M.  Nevins  (New  York  Eye  and  Ear  Infirmary) : 
At  the  New  York  Eye  and  Ear  Infirmary  in  the  past  few  months, 
we  have  established  a  clinic  follow-up  system  on  certain  groups  of 
eye  conditions:    the  split  cases  of  progressive  myopia  and  keratitis, 
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then  the  special  clinic,  the  syphilitic  cases  and  the  diabetic  cases, 
and  in  glaucoma  we  are  working  on  a  clinic  follow-up  system  now 
and  have  covered  about  50  per  cent  of  them.  We  hope  soon  to 
have  that  follow-up  system  finished.  When  we  finish  with  the 
glaucoma  follow-up  system,  we  hope  to  begin  on  the  cataracts  and 
other  special  groups  that  the  doctors  are  interested  in. 

Miss  Neuberger:  As  Dr.  Schoenberg  and  Miss  Smith  were 
speaking,  one  particular  glaucoma  patient  came  into  my  mind  that 
I  think  rather  illustrates  the  points  they  made.  We  do  follow  all 
the  glaucomas  in  our  clinic.  This  was  a  woman  of  55  years,  a  very 
beautiful  woman,  rather  superior  in  every  way,  and  we  had  never 
had  any  occasion  to  step  in  at  all  because  she  came  regularly  with 
her  follow-up  card,  until  the  time  came  when  she  was  absent.  After 
she  failed  to  appear,  giving  her  a  week  or  so,  I  went  to  visit  her. 
I  suppose  I  spent  twenty  minutes  or  a  half-hour  with  her,  and  I 
learned  she  had  not  a  proper  and  a  full  understanding  of  glaucoma 
and  what  treatment  hoped  to  accomplish  and  what  it  could  not 
accomplish.  She  had  finally  accepted  her  condition  (she  was  being 
led  around  at  the  time)  as  the  will  of  God. 

Well,  after  we  had  chatted  long  enough  to  make  me  feel  free  to 
do  so,  I  asked  her  if  she  would  mind  taking  my  interpretation  of  the 
will  of  God,  as  it  did  differ  somewhat  from  hers.  I  asked  her  if 
she  didn't  believe  that  He  intended  that  we  should  use  all  the  aid 
that  was  available  to  us  through  community  resource  and  medical 
skill  and  so  on,  and  then  if  we  couldn't  be  helped,  to  get  the  rest  of 
our  strength  from  Him.  After  many  questions  on  glaucoma,  she 
came  back  that  same  afternoon.  This  was  a  fortunate  case  where 
the  purpose  was  accomplished  in  one  short  visit.  The  patient 
required  no  further  follow-up ;  she  comes  back  and  forth  alone  and 
I  think  faces  a  cataract  operation  with  very  good  hope  of  successful 
results. 

Miss  Margaret  Van  Fleet  (Manhattan  Eye  and  Ear  Hos- 
pital) :  We  have  been  following  up  a  number  of  diseases  for  several 
years.  We  have  a  worker  in  each  eye  clinic  who  follows  all  the 
glaucoma  cases  and  many  of  the  other  diseases,  and  I  might  say 
we  have  been  assisted  by  the  worker  in  the  syphilitic  clinic  because 
she    sees    a   great   many   patients   who   have   eye   involvements. 
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I  feel  that  our  doctors  are  very  co-operative  and  very  appreciative 
of  co-operation  by  the  social  service  department  in  getting  for 
them  information  which  may  have  a  bearing  on  the  case  and  in 
following  up  patients  and  getting  them  to  come  back. 

Miss  Cooke:  I  was  very  much  interested  in  hearing  Dr.  Schoen- 
berg's  paper  and  I  know  there  are  a  lot  of  questions  everybody 
wants  to  ask  him.  I  particularly  want  to  ask  him  to  develop  a 
little  more  the  emotional  reaction  of  the  patient  with  glaucoma — 
whether  he  feels  that  perhaps  it  may  be  one  of  the  causes  of  glau- 
coma, or  whether  it  is  just  one  of  the  things  that  develop  after- 
wards and  increase  the  tension  without  being  a  cause. 

We  at  St.  Luke's  have  a  follow-up  service  for  our  glaucoma 
patients.  Of  course,  our  clinic  is  small  compared  with  many  of 
the  others  that  have  been  mentioned.  I  think  it  is  very  impor- 
tant to  consider  the  emotional  reactions  of  the  patient.  We  don't 
get  very  far  in  following  these  patients,  either  getting  their  co-op- 
eration or  getting  good  results  from  the  doctors'  treatment,  unless 
we  do  take  that  into  consideration.  I  hope  Dr.  Schoenberg  will 
elaborate  that  a  little  more. 

Dr.  Emanuel  M.  Josephson  (New  York) :  Dr. Schoenberg  raised 
the  question  of  the  incidence  of  glaucoma  and  Miss  Smith  indicated 
that  the  admissions  to  the  Massachusetts  Eye  Infirmary  have 
increased.  I  have  come  across  some  rather  interesting  data  with 
regard  to  the  relative  increase  of  glaucoma  from  year  to  year  during 
the  depression  among  people  on  relief.  I  have  noticed  from  various 
sections  of  the  country  increasing  incidence  of  glaucoma  among 
these  relief  people.  The  question  arises  in  my  mind  as  to  whether 
some  of  these  cases  may  not  be  of  the  epidemic  dropsy  or  nutri- 
tional edema  types. 

In  the  school  eye  clinics,  which  I  am  connected  with  here  in  the 
city,  we  have  noted  a  considerable  increase  in  the  incidence  of 
myopia  among  the  children.  The  incidence  of  myopia  in  1925  in 
my  clinic  was  25  per  cent,  and  that  figure  holds  pretty  well  for  the 
City  of  New  York  in  the  Department  of  Health  examinations.  In 
1932,  the  figure  stood  at  40  per  cent  for  myopia  and  in  1934,  64  per 
cent.    The  advance  of  these  myopias  is  more  rapid,  and,  curiously 
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enough,  lately  there  has  been  an  increasing  number  showing 
glaucomatous  symptoms  with  their  myopia. 

Hurstberg,  in  his  very  interesting  volume  on  myopia  published 
about  55  years  ago,  made  quite  an  interesting  series  of  studies  in 
Vermont  in  regard  to  the  glaucomatous  type  of  myopia.  I  know 
most  ophthalmologists  discount  the  idea  that  glaucoma  and  myopia 
are  more  or  less  identical  and  of  a  fundamental  nature.  Curiously 
enough,  this  morning  I  saw  three  cases  of  children  with  a  relatively 
rapidly  advancing  myopia  who  had  halo  vision,  who  had  headaches, 
and  who,  as  in  other  cases  I  have  examined,  will  show  relatively 
increased  tension  at  various  times  when  they  complain  of  pains. 

Now  Maynard  and  Kerwin  have  described  the  nutritional  type 
of  edema  due  to  low-protein  diets  and  lack  of  vitamin  B.  I  am 
wondering  if  it  is  possible  we  are  getting  a  masked  form  of  nu- 
tritional edema  or  epidemic  dropsy  among  our  cases  on  relief. 
I  should  like  to  ask  both  Miss  Smith  and  Dr.  Schoenberg  if  they 
have  noticed  anything  of  that  nature. 

Dr.  Sherwin  L.  Haseltine  (Elizabeth,  N.  J.) :  I  have  noticed 
just  what  the  previous  doctor  has.  In  our  clinics  in  Elizabeth,  New 
Jersey,  which  is  only  a  short  way  from  here,  we  are  noticing  more 
myopias  in  the  emergency  relief  cases. 

Dr.  Schoenberg:  In  spite  of  the  fact  that  the  cause  of  glau- 
coma is  not  known,  clinical  experience  teaches  us  that  an  emo- 
tional outburst  can  raise  the  intra-ocular  pressure.  I  am  not  speak- 
ing about  the  experimental  evidence.  No  one  in  the  world  has 
ever  been  able  to  produce  primary  glaucoma  in  animals.  It  is  one 
reason  why  we  don't  know  more  about  glaucoma.  Glaucoma  is  a 
disease  of  the  human  race.  Our  hands  are  tied  as  far  as  experi- 
mental work  is  concerned. 

However,  ask  ten  patients  with  glaucoma  how  they  are  getting 
along  and  when  they  feel  worst,  and  nine,  probably,  out  of  the  ten 
will  tell  you  that  whenever  they  are  excited,  whenever  they  have  a 
quarrel,  whenever  they  worry,  whenever  they  cannot  sleep  well, 
after  an  acute  illness — whenever  their  vitality  goes  down — the 
pressure  goes  up,  the  eyes  feel  worse. 

There  is  another  point  I  forgot  to  mention,  and  I  want  to  mention 
it  because  it  is  so  terribly  important.    That  is,  if  the  patient  with 
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glaucoma  gets  pneumonia  or  any  acute,  serious  illness,  the  family 
is  so  much  concerned  about  saving  the  life  of  the  patient  that  for 
weeks  no  drops  are  used.  The  result  is  that  the  patient  comes  out 
of  the  long  siege  with  a  blind  eye.  To  secure  rest  and  peace  people 
are  in  the  habit  of  pulling  down  the  blinds,  and  the  patient  is  kept 
in  semidarkness — a  very  efficient  way  of  raising  the  ocular  tension 
and  facilitating  the  outburst  of  an  acute  attack  of  glaucoma. 

As  far  as  the  explanation  of  the  relationship  between  emotional 
upsets  and  glaucoma  is  concerned,  I  would  have  to  go  deeply  into 
the  subject  of  the  physiology  of  the  nervous  system,  and  espe- 
cially of  that  of  the  vegetative  nervous  system,  and  for  this  the  time 
is  too  limited.  This  very  complex  problem  of  glaucoma  ought  to 
occupy  the  imagination  and  the  mind  of  groups  of  research  workers. 
It  is  a  problem  that  needs  the  teamwork  of  pharmacologists  and 
physiologists  and  medical  men,  besides  eye  and  ear  men  and  social 
workers,  for  five  or  ten  years.  I  have  no  doubt  that  a  study  of  the 
problem  of  glaucoma  would  make  very  great  progress,  perhaps, 
even,  the  problem  could  be  solved,  provided  groups  of  research 
workers  would  devote  their  entire  life  and  all  their  time  to  the 
problem.    For  this  we  need  money. 

I  am  sorry  I  can't  tell  you  more  than  that. 

As  far  as  Dr.  Josephson's  question  is  concerned,  I  am  familiar 
with  the  few  cases  that  have  been  reported  in  the  literature, 
mostly  by  ophthalmologists  from  India.  The  patients  get  a  general 
edema  and  at  the  same  time  they  get  an  edema  in  the  interior 
of  the  eye  which  becomes  hard;  but  that  is  not  glaucoma.  We 
must  not  make  a  confusion  between  the  increase  of  tension  in  an 
eye  and  glaucoma.  I  can  increase  the  tension  of  my  own  eye  by 
compressing  it  with  my  finger;  but  this  does  not  mean  that  I  have 
glaucoma. 

Regarding  myopia  in  relation  to  glaucoma,  it  is  such  a  problem 
that  we  cannot  settle  it  in  just  a  little  discussion  of  a  few  minutes. 
As  far  as  I  can  see  no  real  evidence  acceptable  to  the  scientific  mind 
which  would  prove  that  myopia  has  anything  to  do  with  glaucoma 
exists.    It  is  easy  to  assert  but  very  difficult  to  prove. 

Concerning  Dr.  Haseltine's  observation,  perhaps  he  is  right, 
perhaps  he  is  wrong.  There  are  so  many  more  people  with  myopia 
applying  to  the  dispensary  not  necessarily  because  myopia  is  on 
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the  increase,   but  because,   on  account  of  the  depression,   more 
people  go  to  dispensaries  now. 

Mr.  Carris:  The  Society  gets  a  great  deal  of  inspiration  from 
these  meetings.  We  must  always  have  our  minds  open  to  new 
challenges.  It  is  perfectly  evident  from  the  very  fine  papers  of 
Dr.  Schoenberg  and  Miss  Smith  that  we  must  do  something  more 
to  get  the  public  to  realize  the  importance  of  glaucoma.  Of  course, 
the  medical  profession  must  do  something  more  to  get  the  general 
practitioner  and  the  ophthalmologist  to  make  a  more  careful  diag- 
nosis of  the  beginnings  of  it. 

I  want  to  point  out  that  it  is  the  business  of  the  Society  to  spread 
authoritative  information  about  the  ways  to  prevent  blindness. 
But  if  we  do  not  have  the  names  and  backing  of  eminent  eye 
physicians  as  sponsoring  that  information,  we  cannot  get  far  in 
convincing  the  layman. 


SECTION    II 

Prevention   of   Blindness   Responsibilities   of   Official   and 
Volunteer  Agencies 

Presiding:  Lewis  H.  Carris,  Managing  Director,  National  Society  for  Pre- 
vention of  Blindness 


Prevention  of  Blindness  Responsibilities  of 
Official  and  Volunteer  Agencies 

Lewis  H.  Carris,  Chairman 

Chairman  Carris:  We  start  this  meeting,  as  we  should,  with 
a  representative  of  the  United  States  Government,  one  who  is  to 
talk  to  us,  as  far  as  she  is  able  to  talk  at  the  present  time,  about 
the  possibilities  of  service  in  prevention  of  blindness  with  the  new 
National  Security  Act.  She  has  given  the  subject  a  great  deal  of 
study  and  I  know  will  bring  us  a  great  deal  of  valuable  informa- 
tion. She  asked  me  to  say  that  the  paper  she  presents  this  morn- 
ing is  not  for  publication,  inasmuch  as  it  is  still  in  a  state  of  flux 
and  no  definite  things  have  been  determined  upon,  but  I  will  let 
the  speaker  tell  you  that  for  herself. 

I  have  the  very  great  honor  of  introducing  Miss  Agnes  K.  Hanna, 
director  of  the  Social  Service  Division,  Children's  Bureau,  United 
States  Department  of  Labor. 

Editor's  Note. — At  the  request  of  Miss  Hanna,  her  discussion 
is  not  a  part  of  these  Proceedings.  She  presented  a  stimulating 
and  suggestive  discussion  of  the  possibilities  of  the  Social  Security 
Act,  and  the  Society  expresses  its  indebtedness  to  her  for  her 
interest  and  participation. 

Chairman  Carris  :  The  next  speaker  is  one  with  whom  I  have 
been  associated  for  the  last  decade  on  most  intimate  terms,  who 
has  a  long  and  honorable  service  as  medical  director  of  the  Na- 
tional Society  for  the  Prevention  of  Blindness,  who,  previous  to 
that  time,  was  a  prominent  health  worker  associated  with  state 
and  federal  health  officers,  who  has  continued  his  relationship  with 
the  State  and  Provincial  Health  Authorities  of  North  America, 
who  is  at  present  engaged  in  a  wonderful  piece  of  work  in  child 
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welfare,  of  which  a  part  is  prevention  of  blindness,  in  the  state  of 
Pennsylvania.  I  know  of  no  one  who  can  better  set  forth  the  phil- 
osophy of  the  responsibilities  of  official  and  voluntary  agencies  in 
the  public  health  field  than  Dr.  B.  Franklin  Royer,  whom  I  have 
the  great  honor  of  introducing  to  this  audience. 


Prevention  of  Blindness  Responsibilities  of  Official 
and  Volunteer  Agencies 

B.  Franklin  Royer,  M.D. 

Consultant,  Committee  on  Conservation  of  Vision,  State  and  Provincial 
Health  Authorities  of  North  America 

Official  and  voluntary  agencies — national,  state,  or  regional — 
need  to  evaluate  their  responsibilities  and  activities  from  time  to 
time.  In  attempting  such  an  evaluation  now,  the  functions  of 
these  agencies  will  be  considered  in  their  relation  to  sight  conser- 
vation and  the  prevention  of  blindness.  First,  let  us  discuss 
briefly  the  four  national  official  agencies,  their  major  as  well  as 
their  incidental  responsibilities  in  prevention  of  blindness;  then, 
in  like  manner,  the  outstanding  national  voluntary  agencies. 

National  Official  Agencies 

The  federal  government,  under  the  United  States  Public  Health 
Service,  administers  trachoma  control  measures,  including  tra- 
choma surveys  in  many  areas  where  it  is  prevalent.  In  addition 
to  considerable  research  to  uncover  causative  factors  and  condi- 
tions which  may  affect  the  ravages  of  trachoma  in  the  human  eye, 
the  work  takes  the  form  of  medical  and  surgical  treatment,  with 
hospitalization  as  needed.  However,  this  type  of  work  is  being 
supplemented  more  and  more  by  health  education,  through  the 
employment  of  trained  public  health  nurses.  Most  federal  work 
in  trachoma  is  undertaken  in  co-operation  with  state  health  de- 
partments, the  extent  of  the  state's  participation  depending  usu- 
ally upon  its  facilities,  its  financial  resources,  etc.  The  findings  of 
all  studies  are  made  widely  available  for  popular  education  and 
health  guidance. 

This  pleasant,  helpful  relationship  between  the  Public  Health 
Service  and  state  health  departments  has  been  a  great  boon  to 
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states  having  budgets  inadequate  for  this  purpose;  for  example, 
Kentucky,  Missouri,  Tennessee,  Arkansas,  West  Virginia,  and 
other  states  in  which  trachoma  is  endemic,  particularly  in  the 
mountain  areas.  In  the  southwest  and  northwest,  the  efforts  of 
the  Indian  Bureau  to  reduce  the  ravages  of  trachoma  among  the 
Indians  have  been  aided  considerably  through  the  loan  of  trained 
personnel  by  the  Public  Health  Service.  This  active  assistance 
has  done  much  to  conserve  eyesight  among  the  government's 
Indian  wards.  As  with  all  health  work  promoted  by  the  national 
government,  it  is  hoped  that  eventually  local  authority  will  be 
able  to  assume  full  responsibility — that  the  demonstration  will 
have  proved  the  value  of  the  effort  and  that  local  workers  will 
have  become  sufficiently  trained  to  take  it  over  effectively. 

Activities  of  the  Public  Health  Service  in  the  field  of  school 
medical  inspection  and  school  health  have  included  a  number  of 
surveys  of  the  eyesight  of  school  children,  studies  of  the  relation 
of  the  schoolroom  environment  to  eye  health,  and  notable  con- 
tributions to  the  technique  of  vision  testing  in  the  schools. 

The  work  of  the  Service  in  the  field  of  social  hygiene,  through 
demonstration  and  through  subsidy  of  state  work,  undoubtedly 
has  averted  many  eye  catastrophes.  As  a  matter  of  fact,  one  of 
the  most  effective  contributions  on  the  part  of  the  federal  govern- 
ment has  been  its  influence  in  the  establishment  of  bureaus  of 
social  hygiene  or  of  venereal  disease  control  in  most  of  the  states 
of  the  Union.  For  it  is  recognized  that  in  fighting  the  venereal 
diseases,  we  are  fighting  some  of  the  most  serious  causes  of  blind- 
ness. 

The  splendid  program  of  the  United  States  Children's  Bureau  in 
the  promotion  of  maternal,  infant  and  child  hygiene,  through  wide 
distribution  of  simply  worded,  educational  publications  and  well 
planned  publicity,  has  inspired  and  guided  workers  in  this  field. 
Here,  too,  the  results  in  sight  conservation  are  incidental  to  the 
larger  aim — better  state  and  local  care  of  the  health  of  mothers 
and  children. 

The  educational  program  of  the  United  States  Department  of 
Labor  has  been  valuable  in  arousing  labor  and  industrial  leaders 
to  the  eye  hazards  of  various  occupations.  The  services  of  this 
federal  department  are  available  to  any  group  in  the  formulation 
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of  plans  for  protecting  workers'  eyesight  through  mechanical  aids, 
such  as  guards  on  machinery  and  the  wearing  of  goggles,  and 
through  safety  education. 

The  Conference  of  State  and  Provincial  Health  Authorities, 
through  its  Committee  on  Conservation  of  Vision,  passes  on  to  the 
various  state  and  territorial  health  departments  and  their  sub- 
ordinate units  measures  of  proven  value  in  eye  care  for  adminis- 
trative application. 

National  Voluntary  Agencies 

In  the  field  of  voluntary  agencies,  we  think  of  at  least  six  impor- 
tant national  organizations  as  having  a  major  or  incidental  in- 
terest in  the  conservation  of  eyesight. 

All  of  the  activities  of  the  National  Society  for  the  Prevention  of 
Blindness,  as  set  forth  in  the  by-laws,  relate  to  the  prevention  of 
blindness  and  the  conservation  of  sight : 

1.  To  endeavor  to  ascertain,  through  study  and  investigation, 
any  causes,  whether  direct  or  indirect,  which  may  result  in  blind- 
ness or  impaired  vision. 

2.  To  advocate  measures  which  shall  lead  to  the  elimination  of 
such  causes. 

3.  To  disseminate  knowledge  concerning  all  matters  pertaining 
to  the  care  and  use  of  the  eyes. 

These  by-laws  and  administrative  procedures  definitely  com- 
mit the  Society  to  broad  educational  leadership  in  the  field  of 
sight  saving.  Its  activities  are  based  on  approved  teachings  of 
the  medical  profession,  particularly  ophthalmologists  and  public 
health  administrators.  While  the  work  of  the  Society  is  entirely 
educational  in  character,  it  also  serves  frequently  as  a  liaison  officer 
in  referring  for  close  eye  study  and  hygienic  supervision  those 
whose  vision  requires  care. 

The  American  Foundation  for  the  Blind  has  as  its  primary  re- 
sponsibility general  leadership  in  educational,  vocational,  and 
welfare  activities  for  the  blind.  However,  a  goodly  proportion  of 
those  adjudged  blind  may,  from  time  to  time,  need  to  be  re-ex- 
amined for  possibilities  of  saving  such  vision  as  may  remain.  The 
Foundation  also  participates  jointly  with  the  National  Society 
for  the  Prevention  of  Blindness,  eye  physicians,  and  others,  in  a 
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committee  to  develop  more  exact  knowledge  of  the  causes  of  blind- 
ness— a  project  which  may  be  said  to  constitute  a  real  contribution 
to  sight  conservation. 

The  National  Education  Association,  particularly  through  its 
Joint  Committee  on  Health  Problems  in  Education,  makes  a 
decided  contribution  to  sight  conservation.  One  of  its  most  spe- 
cific activities  in  this  field  is  its  co-operation  in  the  preparation  of 
the  publication,  Conserving  the  Sight  of  School  Children.  It  will 
not  be  questioned,  I  think,  that  the  activities  of  this  group  aid  in 
safeguarding  eye  health  not  only  in  school  life,  but  also  in  the  home. 

The  American  Medical  Association,  particularly  through  its 
Section  on  Ophthalmology  and  Bureau  of  Health,  with  its  many 
publications  and,  co-operatively,  through  the  joint  committee 
with  the  National  Education  Association,  fills  effectively  an  im- 
portant niche  in  the  eye  health  promotion  field. 

The  American  Social  Hygiene  Association,  through  its  activity 
in  promoting  better  measures  for  treating  those  sick  with  various 
diseases  likely  to  affect  the  eye,  particularly  syphilis,  has  as  a  by- 
product done  a  very  important  work  in  supplementing  work  in- 
itiated in  large  measure  through  the  federal  service  at  Washington 
and  by  various  state  organizations  and  smaller  units  within  states. 

The  National  Organization  for  Public  Health  Nursing  and  the 
National  Conference  of  Social  Work,  taking  their  cues  from  the 
various  publications  of  these  official  and  unofficial  national  agen- 
cies, are  in  a  unique  position  to  communicate  useful  information 
to  their  various  state  and  subordinate  units  for  practical,  everyday 
teaching  and  application. 

State  Health  Agencies 

In  each  state,  a  large  responsibility  for  prevention  of  blindness 
remains  for  development  and  administration.  In  every  state  the 
greatest  primary  responsibility  resides  in  the  administrative  health 
officer's  hands;  next  to  that,  as  part  of  the  large  problem  of  pre- 
vention, is  the  responsibility  in  educational  fields — which  resides 
within  the  state  department  of  education  and  all  its  subordinate 
units.  Those  are  things  that  we  must  definitely  keep  in  mind. 
Various  existing  agencies  in  the  state  may  assume  a  part  of  the 
responsibility,  but  a  pooling  of  interest  may  indicate  the  need  for 
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a  definite  state  agency  which  will  unite  all  the  loose  ends  of  these 
activities  and  help  them  to  function  actively.  Such  state  agencies 
are  the  Illinois  Society  for  the  Prevention  of  Blindness,  the  Louisi- 
ana Society  for  the  Prevention  of  Blindness,  and  the  Maryland 
Society  for  the  Prevention  of  Blindness.  In  at  least  a  dozen  states, 
councils  or  commissions  for  the  blind  engage  in  preventive  work 
as  a  part  of  their  programs. 

It  does  not  follow  that  the  concentration  of  responsibility  in 
either  type  of  state  organization  precludes  the  participation  in 
preventive  work  of  other  state  or  local  agencies.  It  does  ration- 
ally follow,  however,  that  the  best  results  may  be  achieved  through 
conference  of  all  groups,  official  and  volunteer,  in  states  and  mu- 
nicipalities that  have  a  contribution  to  make  to  conservation  of 
sight  and  prevention  of  blindness;  in  such  conference,  each  agency 
should  clearly  outline  its  aims,  objects,  and  financial  ability  to 
translate  such  plans  into  action.  With  these  statements  of  the 
resources  available  within  the  state,  duplication  of  effort  could  be 
avoided,  needed  gaps  filled,  and  a  well-rounded  program  of  pre- 
vention evolved.  In  a  co-ordinated  effort  of  this  type,  the  Na- 
tional Society  for  the  Prevention  of  Blindness  may  be  of  immeas- 
urable assistance,  both  in  presenting  the  procedure  and  experience 
in  other  states,  and  in  generally  serving  as  reference  source  and 
guide. 

The  Medical  Profession 

It  must  always  be  kept  in  the  foreground  that  in  every  com- 
munity of  every  state,  prophylactic  measures  and  curative  treat- 
ment to  prevent  impairment  of  the  sensitive  visual  apparatus  are 
the  responsibility  of  the  medical  profession  and  its  most  skilled 
practitioners.  Every  agency  working  in  any  part  of  the  field  of 
prevention  of  blindness  must  keep  in  continuous  touch  with  those 
who  know  how  to  interpret  eye  diseases,  how  to  cure  them  by 
medical  or  surgical  treatment,  and  what  relief  may  be  had  by 
refraction  and  properly  fitted  glasses. 

Ophthalmologists,  because  of  their  direct  work  of  sight  saving, 
may  very  properly  aid  in  formulating  procedures  for  preventive 
effort  and  in  evaluating  educational  propaganda,  both  for  the 
medical  profession  and  for  the  general  public.    With  this  advisory 
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assistance,  the  large  work  of  public  education  may  well  continue 
in  the  hands  of  non-medical  groups. 

Chairman  Carris:  I  think  I  should  like  to  add  the  National 
Safety  Council  as  being  a  volunteer  agency  which  has  a  large  by- 
product of  conservation  of  vision.  I  am  glad  that  Dr.  Royer 
emphasized  the  fact  that  the  Society  welcomes  other  national 
agencies  taking  a  responsibility  for  the  conservation  of  vision. 

Of  course,  the  Society  has  been  very  greatly  interested  in  the 
organization  of  prevention  of  blindness  departments,  usually  with 
state  commissions  for  the  blind.  I  have  been  rather  intimately 
associated  for  a  number  of  years  with  our  own  New  York  State 
Commission  for  the  Blind  and,  as  some  of  you  know,  I  happen  to 
have  a  summer  home,  where  I  am  spending  quite  a  lot  of  time,  up 
in  the  country.  I  had  a  chance  there  to  see  at  first-hand  the  type 
of  service  which  can  be  rendered  by  a  commission  to  a  citizen  of  a 
state  in  need  of  immediate  help.  I  was  led  to  think  of  the  New 
York  State  Commission  and  the  Ohio  Commission  and  the  others, 
Pennsylvania,  Virginia,  any  of  them  I  might  name,  as  being  the 
fire  companies  in  the  field  of  prevention  which  are  ready  to  send 
the  engine  which  will  put  out  the  fire,  which,  if  left  to  burn,  would 
lead  to  blindness.  That  is  to  say,  we  must  have  in  every  state  an 
agency,  free  as  far  as  possible  from  red  tape,  to  which  can  be  re- 
ferred, with  the  assurance  that  specific  help  can  be  given,  the 
individual  citizen  who  is  in  need. 

The  next  speaker  is  chosen  largely  with  that  point  of  view  in 
mind,  so  we  have  asked  Mrs.  Ryder,  executive  secretary  of  the 
Missouri  Commission  for  the  Blind,  to  speak  to  us. 

Prevention  of  Blindness  Responsibilities  of  Official 

Agencies 

Mrs.  Mary  E.  Ryder 

Executive  Secretary,  Missouri  Commission  for  the  Biind 

Without  any  preliminaries,  to  save  time,  I  shall  immediately 
begin  a  discussion  of  the  paper  "Activities  of  State  Commissions 
for  the  Blind  in  the  Field  of  Prevention  of  Blindness,"  presented  by 
Mr.  Carris  at  the  Biennial  Convention  of  the  American  Association 
of  Workers  for  the  Blind  last  June. 
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First,  I  want  to  reiterate  the  objectives  of  the  National  Society 
for  the  Prevention  of  Blindness: 

1.  To  endeavor  to  ascertain,  through  study  and  investigation, 
any  causes,  whether  direct  or  indirect,  which  may  result  in 
blindness  or  impaired  vision. 

2.  To  advocate  measures  which  shall  lead  to  the  elimination  of 
such  causes. 

3.  To  disseminate  knowledge  concerning  all  matters  pertaining 
to  the  care  and  use  of  the  eyes. 

Therefore,  it  is  fitting  and  proper  that  their  activities  should 
branch  out  into  these  various  avenues.  But,  contrast  theirobjectives 
to  the  duties  outlined  in  the  law  governing  the  policies  of  the  Mis- 
souri Commission  for  the  Blind  in  relation  to  prevention  of  blindness: 
"To  adopt  such  measures  as  the  Commission  may  deem  expedient 
for  the  prevention  and  cure  of  blindness."  Close  co-operation 
between  the  National  Society  for  the  Prevention  of  Blindness  and 
state  and  voluntary  agencies,  yes,  but  each  adhering  closely  to  its 
own  program.  For  instance,  as  necessary  as  research  may  be,  our 
program  does  not  include  this  service  and  our  funds  cannot  be 
used  for  that  purpose.  However,  our  records  are  available  to  the 
National  Society  and  we  are  happy  to  have  them  use  the  records 
for  whatever  study  they  care  to  make.  The  records  of  the  medical 
history  on  our  patients  have  been  patterned  as  nearly  as  possible 
after  the  forms  suggested  by  the  Society,  in  order  that  they  may 
use  the  data  from  our  records  for  inclusion  in  national  statistics. 

With  a  given  sum  for  a  prevention  of  blindness  program,  the 
amount  varying  each  time  the  state  legislature  makes  an  appro- 
priation, and  in  order  to  keep  the  importance  of  the  program  before 
the  legislators,  it  is  necessary  that  concrete,  tangible  examples  of 
preventing  blindness  be  demonstrated  in  each  county  in  the  state 
where  the  need  exists. 

I  will  not  burden  you  with  even  a  summary  of  the  prevention  of 
blindness  program  as  carried  on  under  the  Missouri  Commission  for 
the  Blind,  and  have  made  the  foregoing  statements  only  to  show 
that  different  as  the  programs  of  the  National  Society  for  the 
Prevention  of  Blindness  and  the  state  commission  may  be,  yet 
there  can  be  complete  co-operation. 

Next  I  shall  refer  to  that  portion  of  Mr.  Carris'  paper,  reading: 
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"The  commission  should  also  take  the  lead  in  calling  conferences  of 
representatives  of  various  state  agencies  having  a  responsibility  for 
conservation  of  vision  .  .  ."  Such  conferences  are  of  vital  im- 
portance for  they  help  keep  the  programs  of  each  separate  organiza- 
tion in  mind,  and  preclude  an  overlapping  of  work,  as  well  as 
strengthen  a  program  that  may  be  inadequate.  But,  as  Mr.  Carris 
has  so  understandingly  put  it,  "any  prevention  of  blindness  and 
conservation  of  vision  program  should  be:  (1)  to  keep  the  eyes 
well;  and  (2)  to  cure  sick  eyes." 

Such  a  program  means  remedial  treatment,  and  only  a  very  small 
portion  of  cures  can  be  effected  through  pamphlets,  speakers  or 
public  meetings,  unless  the  words  of  advice  and  warning  given  are 
tangibly  demonstrated.  I  am  even  opposed  to  the  holding  of 
countless  clinics,  unless  the  necessary  follow-up  can  take  place  to 
carry  out  the  recommendations  of  the  ophthalmologist.  When  we 
spend  the  taxpayers'  money,  let  us  spend  it  wisely — let  us  spend  it 
where  the  greatest  amount  of  good  can  be  secured — let  us  spend  it 
(1)  to  keep  the  eyes  well;  (2)  to  cure  sick  eyes.  Then  we  will  not 
have  to  be  on  the  defensive — we  can  go  to  our  legislators  and 
account  for  the  funds  at  our  disposal  by  pointing  out  the  number  of 
cases  in  their  own  neighborhoods  where  eyes  have  been  saved.  But 
it  will  not  satisfy  them  to  say  that  so  many  lectures  were  given,  or 
so  many  pamphlets  distributed.  This  course  of  procedure  I  feel  is 
necessary,  especially  in  the  states  where  the  ratio  of  blindness  is  as 
great  as  in  ours,  or  the  program  for  prevention  still  imperfect. 

In  conclusion,  I  am  assuming  that  the  state  commissions  that 
have  activities  in  the  field  of  prevention  of  blindness  have  a  pro- 
gram that,  to  the  best  of  their  knowledge,  meets  the  needs  of  their 
state,  and  is  in  keeping  with  the  tenure  of  its  people.  Mr.  Carris 
puts  it  this  way:  "Ultimate  responsibility  for  seeing  that  a  resident 
who  is  threatened  with  blindness  shall  obtain  prompt,  competent 
medical,  surgical,  hospital  and  social  service"  and  to  this  end  "The 
commission  should  seek  legislation  authorizing  it  to  provide  medi- 
cal and  operative  treatment  for  needy  individuals."  To  round  out 
and  complete  the  program,  I  should  add,  to  endeavor  to  get  local 
communities  and  local  agencies  to  assume  their  share  of  responsi- 
bility and  to  secure  from  the  National  Society  for  the  Prevention  of 
Blindness  every  possible  assistance  it  is  able  to  render. 
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Chairman  Carris:  I  think  the  first  blind  man  that  I  ever  got  to 
know  intimately  and  forgot  almost  at  once  that  he  had  lost  his 
sight,  is  the  person  who  is  to  present  the  next  paper.  A  decade  of 
intermittent  conferences,  where  the  conferences  were  a  constant 
delight,  has  followed  and  it  has  been  my  privilege,  not  so  much 
recently,  to  go  to  Pittsburgh  and  sit  with  him  in  his  own  home, 
many  times  long  past  midnight,  discussing  with  him  more  im- 
portant things  perhaps  than  our  professional  work.  He  has  always 
been  a  faithful  attendant  at  our  meetings.  He  has  charge  of  a  local 
volunteer  agency.  He  has  co-operated  with  one  of  his  workers  in 
the  preparation  of  this  paper — the  paper  I  am  about  to  announce. 
Before  doing  so,  however,  I  want  Mr.  Latimer  to  present  himself 
and  to  introduce  the  assistant  who  will  present  the  paper. 

Mr.  H.  R.  Latimer  (Pennsylvania  Association  for  the  Blind, 
Pittsburgh) :  We  are  all  engaged  in  the  conquest  of  blindness.  I 
very  much  deplore  the  expression  "for  the  blind"  that  is  attached 
to  so  many  of  our  organizations.  It  is  vicious;  it  is  vicious  because 
it  gives  the  public  the  impression  that  things  are  being  done  for 
people  because  they  are  blind.  It  segregates  the  group;  it  develops 
a  maudlin  sympathy  for  the  group;  but,  perhaps  worst  of  all,  it 
develops  a  feeling  on  the  part  of  blind  people  themselves  that  in 
some  way  the  organizations  are  their  property  and  that  they  are 
for  them  and  when  you  want  to  spend  a  little  money  for  preventing 
needless  blindness  or  for  socializing  these  blind  people,  they  resent 
it  because  they  feel  that  an  organization  that  is  "for  the  blind" 
means  for  a  few  more  pennies  in  their  individual  pockets. 

I  believe  we  should  eliminate  as  we  can  the  phrase  "for  the 
blind."  Our  schools  say  for  the  education  of  the  blind;  there  is  no 
fault  to  find  with  that.  Our  instructors  association  is  the  Instruc- 
tors of  the  Blind.  There  is  no  fault  to  find  with  that.  But  any 
organization  for  the  blind  is  faulty  in  essence.  I  am  taking  too 
much  time,  but  I  am  putting  a  common  ground  before  us. 

Now,  in  responding  to  Mr.  Carris,  I  want  to  introduce  Miss 
Cohen,  our  new  medical  social  worker,  who  will  present  our  paper. 
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The  Responsibility  of  Private,  or  Voluntary,  Agencies 
Toward  the  Prevention  of  Blindness 

H.  R.  Latimer 

Executive  Secretary,  Pennsylvania  Association  for  the  Blind 
and 

Marcella  S.  Cohen 

Medical  Social  Worker,  Pennsylvania  Association  for  the  Blind 

The  term  "private"  in  the  title  of  this  paper  is  here  used  in 
contradistinction  to  "governmental."  In  the  latter  instance,  the 
agency  is  set  up,  defined,  and  regulated  by  law.  The  National 
Society  for  the  Prevention  of  Blindness  is  the  pioneer  of  private 
agencies  in  this  field.  It  is  unnecessary  to  define  the  responsibilities 
of  this  already  historic  society  toward  the  work  of  its  own  choosing. 
Such  action  would  indeed  be  carrying  coals  to  New  Castle.  It  is, 
however,  perfectly  proper  to  discuss  the  question  of  the  responsi- 
bility of  private  agencies  toward  the  prevention  of  blindness  from 
the  angle  of  our  own  organization,  the  Pennsylvania  Association  for 
the  Blind. 

In  general,  whatever  its  limitations,  the  private  agency  is  inde- 
pendent of  the  usual  red  tape,  political  taint,  and  periodic  up- 
heavals which  are  the  nightmare  of  governmental  bureaus  or  de- 
partments. Like  private  business,  private  philanthropy  offers 
opportunity  for  the  exercise  of  constructive  individualism.  In  this 
day  of  governmental  regulation  of  economic  and  social  activities, 
there  is  in  the  offing  sufficient  supervision  to  prevent  private 
agencies  of  whatever  sort  from  encumbering  the  road  of  progress 
with  their  dry  rot,  from  going  too  far  afield  in  their  undertakings, 
or  from  encroaching  seriously  upon  the  rights  of  sister  agencies.  It 
goes  without  saying,  moreover,  that  governmental  agencies,  in 
accordance  with  the  measure  of  their  permanence  and  efficiency, 
can  help  or  hinder  the  work  of  philanthropy.  This  brings  us  to 
another  point  essential  to  a  clear  presentation  of  what  little  we 
have  to  offer  here. 

As  the  lines  of  demarcation  between  the  responsible  activities  of 
federal,  state,  and  local  commissions  or  bureaus,  are  very  loosely 
drawn,  so  the  respective  fields  of  national,  regional,  and  sectional 
philanthropies  are  more  or  less  vague  and  indeterminate.    These 
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facts  manifestly  make  it  more  difficult  than  it  would  otherwise  be 
to  build  up  a  smoothly  working  relationship  between  governmental 
and  private  agencies  as  well  as  among  the  several  members  of  each 
of  these  groups.  Local,  state,  and  national  misunderstandings  and 
jealousies  resulting  from  the  confusions  above  given,  are  among  the 
greatest  drawbacks  with  which  both  private  and  official  agencies 
have  to  deal.  In  what  follows,  we  have  endeavored  to  parallel  for 
our  own  state  Association,  the  responsibilities  of  the  National 
Society  for  the  Prevention  of  Blindness,  as  presented  by  Mr.  Lewis 
H.  Carris  in  his  paper  to  the  Biennial  Convention  of  the  American 
Association  of  Workers  for  the  Blind,  Louisville,  Kentucky,  June 
1935;  setting  forth  the  extent  to  which  these  responsibilities  have 
been  carried  out  or  attempted  in  connection  with  the  Association's 
Pittsburgh  Branch,  where  the  work  of  prevention  is  more  definitely 
defined  and  provided  for  than  in  any  other  of  its  branches. 

The  services  of  the  Pittsburgh  Branch  of  the  Pennsylvania  Asso- 
ciation for  the  Blind  are  limited  geographically  to  Allegheny 
County,  wherein  a  concentrated  effort  is  being  made  to  carry  out  a 
program  of  prevention  of  blindness.  This  work  is  being  done  under 
the  supervision  of  the  Pennsylvania  State  Council  for  the  Blind 
which  takes  a  very  active  and  prominent  part  in  prevention  of 
blindness  and  conservation  of  vision  work  throughout  the  state. 
The  geographic  limitation  is  an  evident  difference  between  the 
activities  of  the  local  organization  and  the  National  Society  for  the 
Prevention  of  Blindness.  However,  we  might  best  point  out  the 
varied  responsibilities  by  comparing  the  program  of  the  local  organ- 
ization with  that  of  the  Society.  Much  that  will  be  said  in  this 
paper  will  not  be  new  to  many  of  you,  but  an  effort  will  be  made 
to  state  the  problem  as  it  occurs  specifically  in  the  Pittsburgh 
district.  Quoting  from  Mr.  Carris'  paper  on  the  "Activities  of  Com- 
missions for  the  Blind  in  the  Field  of  Prevention  of  Blindness": 
"The  activities  of  the  National  Society  are  based  upon  Article  One, 
Section  Two, of  its  By-Laws  asfollows;  theobjectsof  the  Society  are: 

"1.  To  endeavor  to  ascertain  through  study  and  investigation, 
any  causes  whether  direct  or  indirect,  which  may  result  in  blindness 
or  impaired  vision. 

"2.  To  advocate  measures  which  shall  lead  to  the  elimination  of 
such  causes. 
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"3.  To  disseminate  knowledge  concerning  all  matters  pertaining 
to  the  care  and  use  of  the  eyes." 

The  Prevention  of  Blindness  Department  of  the  Pittsburgh 
Branch  of  the  Pennsylvania  Association  for  the  Blind  does  not  in 
any  way  attempt  to  follow  the  first  object  of  the  Society,  that  of 
research  for  causes  of  blindness  or  impaired  vision.  Although  such 
a  program  would,  no  doubt,  be  beneficial  in  solving  local  problems, 
it  is  not  possible  at  the  present  time,  both  because  of  limited  funds 
and  because  of  limited  personnel,  to  attempt  to  do  any  research. 
However,  we  do  endeavor  to  carry  out  the  second  and  third  objects 
of  the  Society,  those  which  shall  lead  to  the  elimination  of  the 
causes  of  blindness  and  the  dissemination  of  knowledge  pertaining 
to  the  care  and  use  of  the  eyes.  In  carrying  out  these  objects,  we 
follow  the  lead  of  the  national  organization,  using  the  results  of  their 
research  in  so  far  as  they  apply  to  the  local  situation,  and  using, 
for  a  large  part,  their  publications  in  an  attempt  to  carry  out 
local  programs. 

Since  our  field  is  limited  geographically,  our  contacts  are  of 
necessity  with  the  local  branches  of  national  organizations,  and 
with  local  organizations  themselves,  rather  than  with  national 
agencies  as  are  the  contacts  of  the  Society.  Considering  the  Penn- 
sylvania Association  for  the  Blind  as  a  private,  a  volunteer,  or  a 
philanthropic  agency,  our  contacts  with  other  agencies  are  on 
purely  co-operative  bases. 

The  success  of  our  program  depends  to  a  great  extent  upon  the 
co-operation  that  can  be  obtained  from  local  agencies  such  as 
schools,  school  nurses,  public  health  nursing  associations,  relief- 
giving  agencies,  hospital  social  service  departments,  children's 
agencies,  clubs,  and  the  City  Health  Department.  Perhaps  our 
greatest  service  lies  in  education,  for  we  are  attempting  to  make 
these  agencies  "eye  conscious"  and  to  assist  them  in  obtaining 
interpretation  of  eye  diseases  and  their  social  implications,  as  well 
as  the  importance  of  preventive  medicine  in  the  field  of  ophthal- 
mology. 

By  establishing  close  contacts  with  schools  and  school  nurses, 
it  has  been  possible  for  us  to  supervise  the  carrying  out  of  recom- 
mendations by  ophthalmologists  in  reference  to  sight-saving  work 
in  the  county  schools,  and  to  assist  in  establishing  in  1934,  the 
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sight-saving  class  now  in  session  in  the  Pittsburgh  schools.  At  the 
request  of  the  county  schools  where  the  services  of  an  ophthal- 
mologist are  not  always  available,  the  department  has  undertaken 
the  responsibility  of  testing  the  vision  of  primary  grade  children. 
Preschool  children  have  been  vision-tested  at  the  request  of 
Parent-Teacher  Associations.  The  problem  of  providing  glasses  for 
needy  school  children  is  an  ever  present  and  difficult  one,  and  is 
ably  taken  care  of  by  the  school  nurses  in  the  city  schools,  and  by 
the  Junior  Red  Cross  in  the  county  schools. 

The  Public  Health  Nursing  Association,  which  is  a  large  and  well 
organized  group  taking  care  of  a  great  number  of  indigents,  has 
responded  remarkably  to  our  plea  for  early  attention  to  defective 
eyes.  Through  the  individual  nurses  our  department  is  notified  of 
all  children  with  strabismus  and  with  any  other  apparent  eye 
defects.  In  this  way  we  are  able  to  contact  and  arrange  for  early 
treatment  of  defective  eyes  in  preschool  children.  The  Public 
Health  Nursing  Association,  possibly  more  than  any  other  group 
in  Pittsburgh  and  Allegheny  County,  has  become  increasingly  "eye 
conscious." 

Of  the  relief-giving  agencies,  perhaps  the  most  active  one  in 
referring  eye  cases  has  been  the  Allegheny  County  Emergency 
Relief  Board,  whose  case  work  activities  are  limited.  This  group 
has  been  financing  eye  examinations  and  glasses  for  preschool 
children  and  for  adults.  It  has  been  sending  us  copies  of  the 
individual  diagnosis  made  by  the  examining  eye  physician,  and  in 
this  way  we  have  been  able  to  contact  many  patients  with  such 
diagnoses  as  glaucoma,  cataract,  optic  atrophy,  and  detached  retina 
who  otherwise  would  have  been  lost  in  the  shuffle.  Other  relief- 
giving  agencies  such  as  the  Family  Society,  the  Mothers'  Assistance 
Fund,  the  Conference  of  Catholic  Charities,  and  the  Jewish  Family 
Welfare  Association  who  do  detailed  case  work,  have  called  upon  us 
for  supplying  glasses  in  extreme  cases  and  for  assistance  in  interpre- 
tation of  eye  conditions  to  the  families  and  to  the  schools. 

The  social  service  departments  of  the  hospitals  in  Allegheny 
County  are  not,  for  the  most  part,  sufficiently  staffed  to  do  eye 
medical  social  work.  Therefore,  part  of  this  work  is  being  turned 
over  to  the  Prevention  of  Blindness  Department  both  for  interpre- 
tation to  the  active  relief-giving  agencies  and  for  actual  case  work. 
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The  children's  agencies  as  a  rule  do  detailed  case  work  and, 
therefore,  handle  the  majority  of  their  own  eye  problems  with  an 
occasional  referral  to  us.  The  Emergency  Child  Health  Survey  has 
co-operated  in  an  unusual  way  by  using  the  Prevention  of  Blind- 
ness Department  as  a  source,  not  primarily  for  purchasing  glasses 
but  for  obtaining  and  interpreting  medical  eye  care  where  it  is 
needed. 

Clubs  are  generally  most  co-operative  in  the  matter  of  financing 
special  projects.  By  clubs  we  mean  groups  whose  memberships  are 
composed  either  of  men  or  of  women,  and  whose  activities  in  the 
field  of  prevention  of  blindness  are  voluntary  and  are  supplement- 
ary to  our  efforts.  The  Department  furnishes  on  request  a  speaker 
for  various  meetings  and  has  assisted,  as  before  mentioned,  such 
groups  as  the  Parent-Teacher  Associations  in  their  annual  spring 
roundup  of  preschool  children. 

The  co-operation  with  the  City  Health  Department  has  been  for 
the  most  part  directed  toward  the  prevention  of  and  care  for  cases 
of  ophthalmia  neonatorum.  An  arrangement  has  been  made 
whereby  the  Prevention  of  Blindness  Department  of  the  Associa- 
tion can  authorize  the  payment  of  hospitalization  for  any  patient 
with  gonorrheal  ophthalmia,  should  immediate  free  hospitalization 
not  be  available. 

Through  the  combined  efforts  of  this  Department,  the  City 
Council,  and  numerous  interested  organizations,  an  ordinance  was 
passed  in  1934  prohibiting  the  future  use  and  sale  of  fireworks  in 
Pittsburgh. 

Much  has  been  said  about  co-operative  work  with  agencies,  but 
no  mention  has  been  made  of  the  numerous  individuals  who,  not 
connected  with  any  agency,  apply  for  assistance  in  obtaining  eye 
care  or  in  following  recommendations  made.  These  individuals 
come  either  because  they  know  about  the  Association  and  seem  to 
take  it  for  granted  that  an  association  for  the  blind  should  be 
interested  in  prevention  of  blindness  work,  or  because  they  have 
either  seen  an  exhibit  or  heard  a  talk  on  prevention.  They  are 
generally  the  individuals  who,  although  recognizing  their  own  need, 
have  neither  the  means  to  go  to  a  private  doctor  nor  the  knowledge 
of  proper  resources  and  are,  therefore,  often  neglected.  They  are 
generally  those  of  the  lower  middle  group  of  wage  earners  who  are 
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not  dispensary  cases,  and  yet  who  cannot  afford  to  pay  specialist's 
fees.  It  is  for  their  benefit  that  we  attempt  to  arrange  for  eye 
examinations  at  minimum  fees  and  to  obtain  glasses  at  the  lowest 
possible  price. 

To  summarize  the  measures  which  have  been  attempted  here 
would,  perhaps,  be  most  simply  done  by  stating  that  we  are 
attempting,  to  quote  again  from  Mr.  Carris,  "to  keep  well  eyes 
well  and  to  cure  sick  eyes."  Our  efforts  to  keep  well  eyes  well  have 
been  directed  toward  advocating  proper  lighting,  elimination  of 
eyestrain,  early  correction  of  refractive  errors,  safety  measures  in 
industry,  general  hygiene,  and  general  good  physical  care.  In 
caring  for  sick  eyes,  we  have  established  contacts  with  physicians 
and  dispensaries  through  which  we  can  obtain  immediate  care  for 
patients.  The  Association  does  not  have  an  ophthalmologist  on  its 
staff  as  it  prefers  to  refer  patients  to  already  available  sources.  It 
does,  however,  have  a  committee  of  consultant  ophthalmologists,  as 
well  as  a  dozen  or  more  other  co-operating  ophthalmologists  who 
may  be  called  upon.  Through  our  contacts  with  agencies  we  are 
able  both  to  refer  to  them  patients  needing  case  work  because  of 
eye  conditions,  and  to  assist  them  in  case  work  through  interpreta- 
tion of  the  social  implications  of  eye  diseases.  We  have  established 
a  follow-up  system  whereby  supervision  of  the  patient's  carrying 
out  of  the  ophthalmologist's  recommendations  is  made.  In  this 
way  we  have  been  able  to  impress  a  considerable  portion  of  the 
thinking  community  with  the  importance  of  such  diagnoses  as 
progressive  myopia,  strabismus,  interstitial  keratitis,  phlyctenular 
keratitis,  glaucoma,  detached  retina,  sympathetic  ophthalmia,  et 
cetera. 

We  have  adopted  as  a  slogan  the  statement  that  "72  Per  Cent  of 
Blindness  Is  Preventable,"  and  are  using  this  slogan  at  all  possible 
times  in  an  effort  to  impress  the  community  with  the  actual  gain 
to  be  made  through  prevention  work. 

In  conclusion,  what  is  being  done  at  the  present  time  in  the 
Pittsburgh  Branch  is  merely  the  starting  point  from  which  we  hope 
to  expand.  It  is  the  hope  and  the  plan  to  establish  similar  depart- 
ments in  each  of  the  branches,  and  thus  to  carry  out  the  responsibil- 
ities of  the  Pennsylvania  Association  for  the  Blind  in  prevention  of 
blindness  work. 
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Chairman  Carris:  Among  the  various  agencies  who  are  co- 
operating in  sight  conservation  work,  there  has  been  no  mention 
of  the  tuberculosis  associations.  As  we  know,  many  of  them  are 
inserting  the  words,  "and  health"  in  their  title,  and  include  under 
that  category  the  constructive  aspects  of  sight  conservation.  Re- 
cently a  unique  public  health  project  was  begun  in  Monroe  County, 
New  York,  which  I  should  like  to  have  presented  to  you  by  Mr. 
Greenman. 


The  First  Nine  Months  of  the  Eye  Conservation  Educational 
Service  in  Rochester  and  Monroe  County,  New  York 

Raymond  H.  Greenman 

Executive  Secretary  of  the  Tuberculosis  and  Health  Association, 
Monroe  County,  Rochester,  N.  Y. 

It  is  a  privilege  for  the  representative  of  an  organization  less 
than  a  year  old  to  report  the  activities  undertaken  with  gratifying 
success  and  wholehearted  co-operation  of  all  interested  groups  and 
agencies  to  a  national  organization  devoted  to  prevention  of 
blindness. 

At  the  outset  it  should  be  explained  that  there  is  an  active  and 
alert  Association  for  the  Blind  in  Rochester  operating  a  workshop 
and  doing  a  splendid  work  with  the  blind.  This  organization, 
although  aware  of  a  great  opportunity  for  educational  service  in 
conservation  of  vision,  has  never  had  the  funds  to  devote  to  ac- 
tivities in  the  field  of  eye  conservation. 

For  two  years  there  has  been  in  existence  a  subcommittee  on  the 
care  of  eye  defects  of  the  Public  Health  Committee  of  the  Medical 
Society  of  the  County  of  Monroe.  The  chairman  of  this  committee 
of  seven  ophthalmologists  is  Dr.  A.  C.  Snell,  an  outstanding 
physician,  very  socially  minded,  and  appreciative  of  the  need  for 
medical  leadership. 

Just  about  a  year  ago,  a  lay  leader  in  community  affairs,  Mr. 
Harry  B.  Crowley,  was  made  conscious  of  the  activity  of  Better 
Light-Better  Sight  Councils  in  communities  throughout  the 
country.  He  felt  the  need  for  undertaking  a  program  with  medical 
endorsement  without  any  possibility  of  commercial  domination  in 
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a  city  in  which  there  has  always  been  a  high  standard  of  com- 
munity service.  At  the  request  of  the  County  Medical  Society, 
the  Tuberculosis  and  Health  Association  created  an  eye  conserva- 
tion committee  and  undertook  to  make  the  public  of  Monroe 
County  "eye  conscious." 

Through  the  good  offices  of  Mr.  Joseph  P.  MacSweeney,  chair- 
man of  Rochester  Committee  of  the  Tuberculosis  and  Health 
Association,  Mr.  Crowley's  committee  was  assured  of  the  necessary 
financial  support  in  the  form  of  the  underwriting  of  a  budget  of 
34,500. 

On  March  27,  Dr.  Snell  outlined  to  an  interested  audience  of 
three  hundred  leading  citizens  a  community  program  including 
study  of  needs,  a  program  of  education,  and  the  development  of  a 
plan  for  meeting  relief  needs  in  medical  care  and  the  provision  of 
needed  aids  to  vision.  Following  this  meeting  41  agencies  were 
invited  to  name  representatives  to  a  working  Committee. 

This  program,  to  date,  has  been  directed  by  seven  subcommit- 
tees, each  with  a  membership  of  approximately  ten.  The  paid  per- 
sonnel includes  the  executive  secretary  giving  approximately  one- 
sixth  time,  field  secretary,  giving  approximately  one-half  time, 
and  a  field  assistant  (motion  picture  operator)  and  stenographer 
giving  three-quarter  time  service,  all  members  of  the  regular  staff 
of  the  Association  which  has  City  and  County  Committees  and 
working  relationships  with  the  County  Medical  School  and  school 
authorities. 

The  Subcommittee  on  Parent  and  School  Co-operation  has 
sponsored  the  organization  of  a  Speakers'  Bureau  of  ten  physicians 
and  lay  lecturers  who  have  filled  53  engagements,  principally  in 
schools,  reaching  a  total  audience  of  8,655  parents,  teachers  and 
children.  As  a  feature  of  these  meetings,  an  educational  motion 
picture  was  shown. 

The  Demonstration  Exhibit  Subcommittee  has  supervised  the 
preparation  of  five  exhibits  illustrating  the  fact  that  in  addition 
to  bad  health  and  intrinsic  eye  defects,  bad  posture,  bad  print  and 
bad  lighting  all  have  a  separate,  collective  ill  effect  on  sight.  Espe- 
cially prepared  posters  called  attention  to  aids  to  vision  and  the 
need  for  and  value  of  preserving  health,  including  eyes.  More 
than  46,500  persons  including  30,000  school  children  have  seen 
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these  exhibits  set  up  through  the  co-operation  of  the  State  Depart- 
ment of  Social  Welfare,  the  Rochester  Health  Bureau,  the  Board 
of  Education,  the  parochial  schools  and  the  county  public  schools. 

The  Publication  Subcommittee  has  reviewed  all  educational  and 
publicity  material  for  medical  censorship,  selected  material  to  be 
distributed  at  meetings  and  is  now  editing  a  leaflet  on  eye  conser- 
vation prepared  by  a  committee  of  ophthalmologists.  To  date,  the 
Committee  has  edited  six  radio  talks  to  parents  on  the  conserva- 
tion of  eyesight  and  distributed  37,506  pieces  of  educational 
literature. 

The  Subcommittee  on  Eye  Hazards,  working  in  co-operation 
with  the  Safety  Council  of  the  Industrial  Management  Board  of 
the  Chamber  of  Commerce,  has  initiated  a  survey  of  safety 
methods  in  industry.  A  campaign  to  eliminate  Fourth  of  July 
fireworks  accidents  has  been  carried  on  in  the  communities  outside 
of  Rochester  which  already  had  an  adequate  and  well  enforced 
ordinance. 

The  Institute  Subcommittee  has  co-operated  with  the  Bureau  of 
Prevention,  Division  of  the  Blind,  State  Department  of  Social 
Welfare  in  a  two-day  program  for  instruction  for  physicians,  social 
workers,  nurses  and  teachers.  This  Institute  was  held  October 
15  and  16.  It  was  a  unique  experience  to  have  a  state  department 
of  social  welfare  provide  for  the  instruction  of  physicians,  social 
workers,  nurses  and  teachers,  for  two  days,  and  to  be  able  to  report 
that  462  busy  professional  people  were  willing  to  attend  such  an 
institute,  in  which  the  discussion  was  of  a  primary,  simple,  ex- 
planatory nature.  The  social  workers  were  very  concerned  as  to 
whether  the  physicians  could  make  such  a  course  worth  while,  but 
the  material  presented  at  the  Institute  was  considered  by  all  who 
attended  to  be  invaluable.  As  part  of  the  Institute  program  spe- 
cial meetings  of  the  membership  of  the  County  Medical  Society, 
the  Council  of  Social  Agencies,  the  Parent-Teacher  Council  and 
the  Rochester  Teachers'  Association  were  held. 

The  Relief  Subcommittee  is  studying  a  community  program  for 
the  correction  of  eye  defects  and  the  provision  of  glasses  for  in- 
digent children. 

The  Steering  Committee  has  recognized  that  the  problem  of 
conservation  of  vision  has  medical,  sociological,  economic,  physical, 
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educational,  and  political  phases  so  that  the  help  and  services  of 
physicians,  nurses,  lighting  engineers,  social  workers,  educators, 
economists,  and  all  philanthropic  citizens  are  needed.  The  Com- 
mittee is  agreed  that  many  people  do  not  comprehend  that  three 
factors  play  essential  parts  in  the  activity  of  seeing:  health,  the 
organ  of  sight,  and  light,  and  especially  that  light  has  not  been 
given  the  attention  it  deserves.  Experience  shows  that  having 
learned  something  about  their  eyes,  most  people  acquire  a  pro- 
found respect  for  their  sight  and  then  are  anxious  to  know  how  it 
may  be  preserved,  and  what  are  the  rules  of  ocular  hygiene. 

The  Committee  wishes  to  acknowledge  its  indebtedness  for  the 
counsel  received  from  representatives  of  the  National  Society  for 
the  Prevention  of  Blindness.  Without  sound  counsel  the  Com- 
mittee would  have  been  greatly  handicapped  in  its  pioneering 
activity.  Without  such  intelligent  direction  as  has  been  given  by 
our  Tuberculosis  and  Health  Association  officers,  including  an 
industrial  physician,  a  business  leader,  and  an  assistant  superin- 
tendent of  schools,  it  would  have  been  impossible  to  avoid  pitfalls 
which  would  have  caused  difficulty  in  matters  of  community 
relationships. 

In  conclusion,  I  should  like  to  say  that  assurance  has  been  re- 
ceived of  continued  financial  support  and  the  program  has  been 
planned  with  the  realization  that  permanent  progress  can  be  made 
only  if  the  effort  is  continuous,  and  the  goodwill  already  secured 
maintained,  in  spite  of  differences  of  opinion  regarding  the  best 
method  of  making  eye  examinations  and  providing  permanently 
for  glasses  for  needy  school  children. 

Whatever  specific  measures  can  be  undertaken  for  reducing  pre- 
ventable blindness,  recently  outlined  by  Dr.  Harry  S.  Gradle  of 
Chicago,  will  be  undertaken  and  such  co-operative  activities  con- 
tinued as  are  found  possible. 

Discussion 
Chairman  Carris:    The  meeting  is  now  open  for  discussion  and 
questions. 

Mr.  S.  Mervyn  Sinclair  (Pennsylvania  State  Council  for  the 
Blind,  Harrisburg) :  I  would  like  to  ask  Miss  Hanna  a  question. 
There  is  a  section  in  the  Social  Security  Act  referring  to  the  de- 
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pendent  and  neglected  child.  Is  there  any  possibility  that  the 
term  "neglected"  may  be  interpreted  in  the  form  of  physical 
neglect? 

Editor's  Note:  Miss  Hanna  indicated  that  it  was  hoped  to 
help  the  states  in  making  everything  in  the  way  of  social  services 
available  to  every  handicapped  child,  using  the  term  in  its  broadest 
sense  to  include  all  those  needing  support,  protection  or  assistance. 

Chairman  Carris:  The  American  Foundation  for  the  Blind, 
as  well  as  this  Society  and  the  various  agencies  for  the  hard  of 
hearing,  have  always  felt  that  the  interpretation  of  "crippled" 
children  should  include  the  blind,  the  deaf,  the  hard-of-hearing, 
and  the  child  with  low  vision,  as  well  as  the  child  with  orthopedic 
difficulties.  We  feel  that  the  child  with  poor  hearing  or  with  poor 
sight  is  a  crippled  child  and  that  the  benefits  for  adjusting  to 
normality  which  are  accorded  to  the  orthopedically  crippled  child 
should  be  accorded  to  the  blind  and  the  hard  of  hearing.  In  order 
for  this  point  of  view  to  be  adapted,  it  has  to  be  sold  not  so  much 
to  the  Children's  Bureau  or  the  federal  agencies  who  are  already 
aware  of  it,  but  more  frequently  to  the  individual  states  who  may 
in  some  cases  have  to  amend  their  laws  to  provide  a  unified  pro- 
gram for  all  physically  handicapped  children. 

Dr.  L.  L.  Watts  (President,  American  Association  of  Workers 
for  the  Blind) :  In  Virginia,  our  work  for  prevention  of  blindness 
and  conservation  of  vision  and  maintenance  of  sight-saving  classes 
and  all  work  connected  directly  or  indirectly  with  the  blind  is 
centralized  under  the  Virginia  Commission  for  the  Blind.  Every- 
thing down  there  is  centralized  under  that  organization  with  the 
exception  of  the  state  schools  for  the  blind  at  Staunton  and  New- 
port News.  When  the  school  for  the  deaf  and  blind  at  Staunton  is 
physically  separated  (it  is  theoretically  separated  now),  the  De- 
partment for  the  Blind  will  be  under  the  Virginia  Commission  for 
the  Blind,  so  that  everything  then  will  be  directed  from  one  source, 
by  one  board. 

We  do  have  quite  an  active  prevention  of  blindness  department, 
but  we  do  lack  social  service  workers.  We  need  a  follow-up  worker 
down  there  in  our  prevention  of  blindness  department  now.  We 
have  not  had  the  opportunity  as  yet  to  hold  clinics  for  adults  and 
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for  the  preschool  children.  We  feel  that  the  ones  in  school  are 
much  more  urgent  cases  at  the  present  time  than  are  the  adults 
or  the  preschool  children.  But  we  do  give  attention  through  the 
nearest  ophthalmologist  to  adults,  when  an  emergency  case  arises. 

Mrs.  Ryder:  We  have  a  child  with  the  double  handicap  of 
being  both  deaf  and  dumb,  and  blind;  the  case  is  interesting  be- 
cause of  the  fact  that  it  was  difficult  to  get  anyone  to  accept  the 
responsibility  of  that  child.  We  have  a  school  for  the  deaf;  we 
have  a  school  for  the  blind;  but  the  Commission  for  the  Blind 
was  forced  to  go  before  the  legislative  body  and  ask  for  a  special 
appropriation  for  this  child  because  of  the  unwillingness  of  the 
other  agencies  to  assume  the  responsibility. 

I  thought  that,  inasmuch  as  now  there  is  being  such  a  sharp  line 
of  demarcation  as  to  what  is  a  handicapped  or  a  crippled  child, 
perhaps  this  case  might  be  one  of  some  outstanding  note.  The 
child  is  in  Perkins  Institute,  but  the  money  is  being  provided  by 
the  Missouri  Commission  for  the  Blind.  I  don't  know  how  long 
the  legislators  will  feel  disposed  to  appropriate  special  funds  each 
year  for  the  care  of  the  child,  but  it  goes  to  prove  that,  of  course,  a 
crippled  child  or  a  child  with  all  of  these  handicaps  sometimes  has 
to  be  shifted  about.  It  might  give  us  something  to  think  about  in 
sharply  defining  what  these  handicaps  consist  of. 

Dr. Gabriel  Farrell  (Principal,  Perkins  Institution  and  Massa- 
chusetts School  for  the  Blind) :  We  are  filled  with  a  desire  to  do 
everything  we  can  to  put  ourselves  out  of  business,  because  we 
think  that  is  our  primary  job.  Perkins  does  keep  up  its  enroll- 
ment. We  have  just  about  the  same  number  of  pupils  we  had 
twenty-five  years  ago.  Just  why  that  is,  is  perhaps  hard  to  explain, 
unless  it  is  due  to  the  fact  that  we  are  receiving  many  pupils  now 
that  might  have  been  overlooked  twenty-five  years  ago  and 
wouldn't  be  given  the  opportunity  which  they  are  now  given. 

Another  factor  which  keeps  our  enrollment  up  is  the  increasing 
number  of  boys  and  girls,  sixteen  to  twenty  years  of  age,  who  are 
coming  to  us  through  losing  their  sight  by  accidents  and  whom  we 
are  taking  primarily  for  adjustment,  to  make  them  accept  blind- 
ness and  to  give  them  the  tools  that  will  enable  them  to  go  on  in 
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their  work  of  life.  We  have  quite  a  number  of  boys  at  the  present 
time  that  have  come  to  us  in  that  way. 

We  are  also  conscious  of  the  fact  that  the  school  has  the  respon- 
sibility for  other  members  of  the  families  of  its  pupils.  We  are 
trying  now  to  do  something  about  that.  For  example,  may  I  tell 
you  about  the  particular  family  that  has  four  boys  and  girls  in 
Perkins  now?  There  are  quite  a  number  of  children  in  that  family, 
and  one  or  two  of  the  older  ones  are  getting  married.  Our  social 
worker  just  recently  talked  with  the  oldest  girl  in  the  family  who 
had  been  married,  about  the  responsibility  of  transmission  of  blind- 
ness, and  finally  prevailed  upon  her  to  go  to  a  birth-control  clinic. 
Through  following  up  that  family,  we  hope  we  will  prevent  more 
cases  of  hereditary  blindness. 

Another  preventive  step  may  be  presented;  there  came  to  us  a 
boy  this  year  about  fourteen  years  old  from  a  very  nice  family. 
In  our  routine  examination,  we  gave  him  a  Wassermann  test, 
and  found  a  positive  reaction.  The  family  was  perfectly  horrified 
— such  a  thing  couldn't  be  in  their  family.  We  went  down  to  see 
the  family  and  there  were  three  or  four  younger  children.  We 
prevailed  upon  the  family  to  come  to  Boston  to  have  tests,  and 
two  of  the  four  children  as  well  as  the  mother  gave  positive  reac- 
tions. Those  children  are  now  under  treatment,  and  we  hope 
thereby  to  prevent  blindness. 

We  feel,  knowing  blind  families  as  we  do,  that  we  have  a  re- 
sponsibility to  trace  back  their  history,  to  use  the  knowledge  we 
have  of  them  to  prevent  further  cases  in  those  particular  families. 
That  is  one  of  our  most  important  jobs. 

Chairman  Carris:  Mr.  Wordin  is  starting  something  on  pre- 
vention of  blindness  in  Rhode  Island.  Mr.  Wordin,  will  you  say 
a  word  about  your  Commission? 

Mr.  Jarvis  Wordin  (Providence,  R.  I.):  We  are  trying  to 
start  a  sight  conservation  program.  Early  last  summer,  the  Gov- 
ernor asked  me  to  map  out  a  well-rounded  program  for  the  state  of 
Rhode  Island.  As  you  know,  the  state  work  there  is  only  five 
years  old.  Since  the  prevention  of  blindness  program  in  Rhode 
Island  is  so  young,  I  sent  for  a  representative  of  the  Society,  more 
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or  less  to  make  a  survey  of  what  we  needed.  A  very  complete  plan 
for  conservation  of  vision  work  in  Rhode  Island  was  mapped  out 
and  submitted  to  the  Governor  who  approved  of  it  heartily.  Now 
if  we  can  get  the  Legislature  to  approve  the  expenditure  of  the 
necessary  moneys  to  hire  the  workers  that  we  need,  and  to  get  the 
equipment,  we  shall  be  able  to  co-operate  with  this  Society  in 
making  Rhode  Island,  which  is  really  not  much  more  extensive 
than  a  large  municipality,  a  model  state  so  far  as  a  fine  prevention 
of  blindness  program  is  concerned. 

Among  other  discussants  who  commented  briefly  were  Dr. 
Edward  E.  Allen,  of  Cambridge,  Mass. ;  Dr.  Charles  A.  Hamil- 
ton, superintendent  of  the  New  York  State  School  for  the  Blind ; 
Dr.  Edward  M.  Van  Cleve,  principal  emeritus  of  the  New  York 
Institute  for  the  Education  of  the  Blind;  Mr.  B.  S.  Joice,  super- 
intendent of  the  Western  Pennsylvania  School  for  the  Blind ;  and 
Mrs.  Frances  W.  Little,  executive  secretary  of  the  Maryland 
Society  for  the  Prevention  of  Blindness. 


SECTION    III 
The  Problem  of  Fireworks  Accidents 

Presiding:  Arthur  Williams,  President,  American  Museum  of  Safety. 
Joint  session  with  the  American  Museum  of  Safety. 


The  Problem  of  Fireworks  Accidents* 

Arthur  Williams,  Chairman 

Chairman  Williams:  It  is  my  great  privilege  to  offer  to  Dr. 
Lewis  Carris  the  appreciation  which  we  in  the  American  Museum 
of  Safety  feel  for  the  splendid  work  in  safety  that  is  being  carried 
on  under  his  direction.  I  want  to  thank  him  also  because  he  has 
made  it  possible  to  have  Mr.  Louis  Resnick  devote  so  much  time 
in  planning  this  study  and  assisting  in  its  direction. 

A  year  ago  today,  in  an  address  before  this  same  audience, 
former  Governor  Alfred  E.  Smith  said : 

"  I  am  for  a  Fourth  of  July  in  which  not  a  single  American  child 
will  be  killed,  in  which  not  one  boy  or  girl  will  lose  an  eye,  in  which 
no  child  shall  be  burned." 

Those  of  you  who  were  present  on  that  occasion  will  remember 
that  Governor  Smith  then  gave  us  a  prescription  for  curing  a  con- 
dition which  has  already  killed  more  people  in  the  celebration  of 
our  national  independence  than  were  killed  in  acquiring  that  inde- 
pendence.   Governor  Smith's  prescription  said,  in  effect: 

"Carry  on  your  campaigns  of  education  for  a  safe  and  sane 
Fourth,  carry  on  your  campaigns  for  legislation  to  stop  the  indis- 
criminate sale  and  use  of  harmful  fireworks;  but  before  you  do 
either  of  these  things,  get  the  co-operation  of  the  fireworks  manu- 
facturers themselves." 

I  am  glad  to  report  we  followed  Governor  Smith's  advice,  and 
with  good  results.  The  Museum  of  Safety  and  the  National 
Society  for  the  Prevention  of  Blindness  went  to  the  fireworks 
manufacturers  and  told  them  how  bad  the  situation  seemed  to  us. 
The  fireworks  manufacturers  replied  in  effect: 

"We  don't  believe  it,  but  if  it  is  true,  we  don't  want  to  be  a  party 
to  such  slaughter.     We  don't  want  to  manufacture  or  sell  death- 

*  Broadcast  through  the  network  of  the  National  Broadcasting  Company,  December 
6,  1935. 
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dealing  fireworks.  Undertake  a  real  study  of  fireworks  accidents, 
and,  if  the  facts  are  as  bad  as  you  say,  we  will  do  everything  in  our 
power  to  cure  them." 

We  were  fortunate  enough  to  secure  the  services  of  Dr.  Leland 
E.  Cofer,  former  Assistant  Surgeon-General  of  the  U.  S.  Public 
Health  Service,  to  direct  the  study.  I  regret  to  say  that  illness 
prevents  Dr.  Cofer  from  being  here  today.  However,  we  have 
Dr.  Cofer's  report  of  the  principal  findings  in  this  study  and  this 
report  will  be  presented  by  Mr.  Louis  Resnick,  of  the  National 
Society  for  the  Prevention  of  Blindness,  who  helped  plan  the  study, 
served  as  vice  chairman  of  the  Museum's  Committee*  and  kept 
in  close  touch  with  the  undertaking  throughout  the  entire  year. 

To  accomplish  this  result,  the  fireworks  manufacturers,  through 
their  organization,  the  Pyrotechnic  Industries,  Inc.,  made  a 
grant  to  the  Museum  of  Safety  for  a  study  of  the  extent,  nature, 
and  causes  of  fireworks  accidents  incidental  to  the  celebration  of 
Independence  Day,  1935. 

I  now  have  great  pleasure  in  introducing  Mr.  Louis  Resnick. 


The  Problem  of  Fireworks  Accidents  in  the  Field  of  Sight 

Conservation! 

Louis  Resnick 

Director  of  Industrial  Relations,  National  Society  for  the  Prevention  of  Blindness 

To  those  of  you  who  may  wonder  why  the  problem  of  fireworks 
accidents  is  made  the  subject  of  a  special  meeting  of  two  national 
societies  in  the  month  of  December,  let  me  say  at  the  outset  that 
there  are  two  good  reasons  for  this. 

First,  I  think  it  is  clear  to  anyone  who  has  participated  in  any 
serious  effort  to  eliminate  Fourth  of  July  accidents  that  the  time  to 

*  The  Fireworks  Accident  Prevention  Committee  of  the  American  Museum  of  Safety 
is  comprised  of  the  following:  Dr.  Donald  B.  Armstrong,  Metropolitan  Life  Insurance 
Company;  Lewis  H.  Carris  and  Louis  Resnick,  National  Society  for  the  Prevention  of 
Blindness;  C.  H.  Fleming,  Pyrotechnic  Industries,  Inc.;  James  L.  Fri,  Toy  Manufac- 
turers of  the  U.  S.  A.;  Lee  F.  Hanmer,  Recreation  Department,  Russell  Sage  Founda- 
tion; Albert  S.  Regula  and  James  Speyer,  American  Museum  of  Safety;  W.  S.  Topping, 
U.  S.  Bureau  of  Explosives;  and  Franklin  H.  Wentworth,  National  Fire  Protection 
Association. 

t  Based  on  the  report  of  the  American  Museum  of  Safety  study  of  fireworks  accidents 
in  1935 — Dr.  Leland  E.  Cofer,  Director. 
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begin  to  do  that  is  the  5th  of  July  of  the  preceding  year.  December 
is  probably  too  late  rather  than  too  early  to  prevent  Fourth  of  July 
accidents  of  the  following  year.  Most  of  the  fireworks  to  be  used 
next  July  have  already  been  manufactured  and  sold.  They  have 
long  since  been  delivered  to  the  wholesalers  who  will,  between  now 
and  July,  sell  them  to  a  hundred  thousand  retailers,  who  will  in  turn 
put  them  in  the  hands  of  millions  of  children  and  their  parents. 

The  second  reason  for  trying  today  to  save  the  lives  of  children 
who  will  play  with  fireworks  next  J  uly  is  that  right  now —  five  months 
after  the  last  Fourth  of  July — a  staff  of  WPA  investigators  are  still 
busy  compiling  and  analyzing  the  casualties  of  the  last  Fourth  of 
July. 

This  study  has  not  been  finished,  but  Dr.  Leland  E.  Cofer,  its 
director,  has  prepared  a  voluminous  report  on  one  part  of  it  that 
has  been  completed,  and  he  has  authorized  me  to  condense  the  out- 
standing facts  in  this  report  for  presentation  in  his  name  here 
today. 

Those  of  you  who  heard  me  discuss  this  same  subject  here  a  year 
ago  may  have  felt  that  I  was  a  sentimental  layman  when  I  raised 
before  you  the  horrible  picture  of  burned,  maimed,  and  blinded 
children.  After  that  meeting  I  thought  perhaps  I  had  gone  too  far 
in  describing  the  horrors  of  Fourth  of  July  accidents.  But  now 
comes  Dr.  Cofer,  a  medical  man  and  a  surgeon  of  long  experience — 
an  experience  in  which  burns  and  battered  bones  and  even  death 
are  daily  occurrences — and  finds  in  the  casualties  of  the  Fourth  of 
July  a  similarity  to  the  casualties  of  the  World  War.  Surgeons — 
mind  you — are  not  in  the  habit  of  weeping  into  the  incision. 

You  will,  therefore,  not  be  surprised  to  learn  that  at  least  7,738 
persons  were  injured,  and  at  least  30  persons  killed,  in  celebrating 
the  Fourth  of  July  this  year  with  fireworks  and  the  accompanying 
paraphernalia,  such  as  matches  and  bonfires.  I  say  at  least  that 
number  were  killed  and  injured  because  these  figures  do  not  include 
the  injured  and  killed  whose  names  did  not  get  into  the  newspapers. 

Up  to  this  year,  practically  all  that  was  known  about  fireworks 
accidents  came  from  newspaper  clippings.  Now,  for  the  first  time, 
thanks  to  the  grant  from  the  Pyrotechnic  Industries,  Inc.,  it  has 
been  possible  to  supplement  the  information  provided  by  news- 
papers with  first-hand  information  from  the  families  of  the  persons 
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injured  or  killed,  from  the  doctors  who  attended  them,  from  the 
hospitals  to  which  they  were  taken,  and  from  the  police  officers  who 
assisted  them. 

The  part  of  the  study  that  has  been  completed  is  that  dealing 
with  3,000  cases  in  which  it  was  possible  to  secure  this  first-hand 
information  by  means  of  a  carefully  prepared  questionnaire,  and, 
in  New  York  City,  by  means  of  personal  visits  to  the  homes  of  the 
injured  made  by  WPA  investigators  loaned  to  the  study  committee. 
Analysis  of  the  4,700  remaining  accidents  is  still  under  way,  and  the 
final  report  of  the  study — when  it  is  done — may  be  had  by  anyone 
in  this  room  or  in  the  radio  audience  who  will  write  for  it  to  the 
American  Museum  of  Safety  in  New  York  City. 

Now,  what  does  analysis  of  the  3,000  questionnaires  show? 

First,  the  startling  fact  that  among  the  casualties  of  our  celebra- 
tion of  the  Fourth  of  July  in  1935  were  large  numbers  of  infants  and 
tiny  tots,  too  young  to  have  any  notion  of  what  they  were  celebrat- 
ing. In  this  year's  Fourth  of  July  celebration,  817  children  between 
the  ages  of  one  and  ten  years  were  injured,  and  13  youngsters  of 
this  age  were  killed.  Of  those  killed,  nine  were  in  the  one  to  five 
year  group;  of  the  injured,  146  were  in  this  age  group. 

Six  more  children  between  the  ages  of  10  and  15  years  gave  up 
their  lives  in  the  celebration  of  the  Fourth  of  July,  and  797  children 
10  to  15  years  of  age  were  injured.  When  Dr.  Cofer  added  up  the 
casualties  among  persons  one  to  20  years  of  age,  he  found  that  20 
children  had  been  killed  and  2,069  injured  in  celebrating  the  Fourth 
of  July  with  fireworks  this  year.  The  remaining  1,000  injured 
persons  were  20  to  80  years  of  age. 

How  badly  hurt  were  these  3,000? 

Well,  more  than  2,800  of  them  required  medical  attention.  Of 
these,  more  than  2,500  were  so  seriously  injured  that  they  were 
taken  to  hospitals.  Twenty-four  suffered  such  serious  eye  injuries 
that  one  eye  had  to  be  removed;  in  11  other  cases,  total  loss  of 
sight  of  one  or  both  eyes  was  reported.  All  told,  214  cases  of  eye 
injuries  were  reported,  of  which  Dr.  Cofer  listed  104  as  serious. 

Where  did  these  accidents  occur? 

The  answer  is:  in  at  least  47  out  of  the  48  states.  Kentucky 
was  the  only  state  from  which  no  casualties  were  reported,  and  it 
is  hard  to  believe  that  none  occurred  there.    The  largest  number  of 
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fireworks  accidents  occurred  in  New  York  City.  The  New  York 
Times  reported  that  in  this  city  alone  2,541  persons  were  treated 
in  hospitals.  Dr.  Cofer's  study  of  3,000  accidents,  however,  in- 
cludes only  412  from  the  entire  State  of  New  York,  because  in  only 
that  number  of  cases  were  the  names  of  the  injured  persons  pub- 
lished. New  Jersey  leads  all  the  states  in  the  number  of  casualties 
reported  by  name,  with  a  total  of  982.  Pennsylvania  is  next  with 
705  casualties;  Missouri  third,  with  471,  most  of  them  in  St.  Louis 
and  Kansas  City;  California  is  next  with  344  casualties;  and  Il- 
linois fifth,  with  325. 

One  of  the  most  significant  findings,  Dr.  Cofer  tells  me,  is  that  in 
general  there  were  as  many  accidents  in  cities  having  laws  pro- 
hibiting the  sale  of  fireworks  as  in  cities  having  no  such  legislation. 
The  reason  for  this  is  that  in  nearly  every  case  where  a  city  pro- 
hibits the  sale  of  fireworks,  fireworks  are  bootlegged  within  that 
city  and  are  sold  openly  at  roadside  stands  just  outside  the  city 
limits  or  in  neighboring  towns. 

That  is  why  I  recommended  to  this  same  audience  a  year  ago 
state  legislation  rather  than  local  ordinances  as  a  means  of  control- 
ling the  manufacture  and  sale  of  fireworks. 

As  to  the  time  of  these  accidents,  Dr.  Cofer's  study  shows  that  of 
3,000  casualties,  2,374  occurred  on  the  Fourth  of  July,  337  in  the 
two  weeks  before  the  Fourth  and  233  in  the  two  weeks  following  the 
Fourth. 

It  was  in  his  analysis  of  how  fireworks  casualties  occurred  that 
Dr.  Cofer  drew  the  comparison  with  the  war. 

His  report  says:  "Fireworks  accidents  remind  one  of  war  in- 
juries, and  for  two  reasons:  one,  because  of  the  growing  practice 
of  hurling  fireworks  at  other  persons,  especially  in  passing  auto- 
mobiles. This  practice  is  carried  on  with  the  apparent  design  of 
inflicting  injury  on  the  other  person — otherwise  why  is  this  practice 
so  much  the  fashion  for  the  glorious  Fourth?  The  other  reason  is 
that  so  many  of  these  reports  state  that  the  victim  supposed  the 
firecracker  was  no  longer  lit  and  so  he  picked  it  up.  The  frequency 
with  which  severe  explosions  followed  reminds  one  of  the  reports 
for  years  after  the  World  War  which  told  of  peasants  in  France 
being  killed  and  injured  by  picking  up  unexploded  bombs  in  the 
fields.  One  also  gets  the  impression  that  present  brands  of  fire- 
works contain  more  powerful  explosives  than  was  true  in  the  past.  " 
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The  study  has  already  borne  out  our  earlier  conviction  that  there 
are  no  such  things  as  harmless  fireworks.  Practically  every  type  of 
fireworks  was  found  responsible  for  injury  or  death  in  this  year's 
firework  accidents.  The  study  showed  that  the  common  firecracker 
is  in  the  aggregate  the  most  dangerous  of  all  fireworks,  probably  be- 
cause it  is  used  in  larger  quantities  than  any  other  item.  More  than 
2,000  of  the  3,000  casualties  were  caused  by  firecrackers.  The  study 
showed  that  even  the  so-called  "harmless  sparkler,"  frequently 
recommended  for  use  in  the  home  and  by  the  smallest  children,  can 
be  deadly.  Sparklers  caused  90  casualties  last  Fourth  of  July,  in- 
cluding at  least  four  fatalities:  a  five-year-old  child  in  Worcester, 
Massachusetts,  a  six-year-old  in  New  York  City,  another  five-year- 
old  in  New  Jersey,  and  a  four-year-old  child  in  Ohio — all  were 
burned  to  death  in  fires  started  by  so-called  harmless  sparklers. 

The  roman  candle,  the  skyrocket,  the  pinwheel,  fountains,  and 
even  red  and  green  lights,  the  innocent  little  cap  pistol,  and  the 
lowly  punk  used  as  a  substitute  for  matches,  all  caused  numerous 
serious  injuries. 

I  do  not  want  to  burden  you  with  the  gory  details  of  these  ac- 
cidents, nor  with  details  as  to  what  caused  them.  However,  we 
happen  to  have  here  today  the  Executive  Secretary  of  Pyrotechnic 
Industries,  Inc.,  and  it  so  happens  that  when  this  group  of  fireworks 
manufacturers  provided  the  funds  for  this  study,  they  were  bold 
enough  and  enterprising  enough  to  indicate  that,  if  we  found  most 
of  the  accidents  were  caused  by  certain  particular  items,  they  would 
seriously  consider  eliminating  or  radically  revising  the  manufacture 
of  those  items. 

I  want,  therefore,  to  report  that,  next  to  ordinary  firecrackers 
which  caused  two  out  of  every  three  casualties,  the  greatest  damage 
was  done  by  the  following  items  of  fireworks  in  the  order  named: 
cherry  bombs,  298  casualties;  torpedoes,  175  casualties;  cannon 
crackers,  142  casualties. 

If  the  representative  of  the  fireworks  manufacturers  who  is  to 
follow  me  were  able  to  tell  you  that  his  industry  will  discontinue 
the  manufacture  of  these  four  items  and  of  the  so-called  "harmless 
sparklers, "  that  would,  I  believe,  be  one  of  the  best  pieces  of  news 
ever  to  have  gone  out  over  the  air.  Such  news  would  mean  that  20 
or  more  children  who  are  otherwise  doomed  to  die  in  fireworks  ac- 
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cidents  next  year,  would  be  alive  after  the  Fourth  of  July;  it  would 
mean  that  7,000  persons  otherwise  doomed  to  be  seriously  injured 
in  fireworks  accidents  next  year,  would  escape  such  injury.  I  hope 
the  next  speaker  is  able  to  give  us  that  kind  of  good  news. 

Speaking  now  not  for  Dr.  Cofer  nor  for  the  American  Museum  of 
Safety,  nor  even  for  the  National  Society  for  the  Prevention  of 
Blindness,  speaking  rather  as  an  individual  who  is  daily  concerned 
with  the  observation  of  the  forces  that  make  for  public  opinion  and 
for  public  action,  I  venture  this  prediction :  If  the  fireworks  manu- 
facturers do  not  of  their  own  accord  eliminate  those  items  that  are 
causing  loss  of  life  and  war-like  lists  of  wounded  each  year,  then  the 
time  will  come  before  long  when  America  will  wipe  out  the  entire 
industry  and  with  it  the  barbarous  practice  of  burning  children 
alive,  gouging  their  eyes  out  and  blowing  their  hands  off  in  the 
crazy  notion  that  this  is  patriotism. 

I  have  had  the  pleasure  of  meeting  the  presidents  of  the  six  fire- 
works manufacturing  concerns  which  make  up  Pyrotechnic  In- 
dustries, Inc.,  and  which  sell  most  of  the  fireworks  used  in  this 
country.  And  I  am  hopeful  that  now  they  have  the  facts,  assembled 
and  analyzed  by  such  an  impartial  and  scientific  person  as  Dr. 
Cofer,  they  will  be  courageous  and  wise  enough  to  take  the  danger 
out  of  fireworks — if  that  can  be  done — and  to  discontinue  their 
manufacture  where  this  cannot  be  done. 

Chairman  Williams:  Thank  you,  Mr.  Resnick,  and  please  con- 
vey our  thanks  and  appreciation  to  Dr.  Cofer  for  this  fine  study. 

I  now  have  great  pleasure  in  introducing  to  you  Dr.  C.  H.  Wat- 
son, president  of  the  National  Safety  Council  and  medical  director 
of  the  American  Telephone  and  Telegraph  Company.    Dr.  Watson. 


Significance  of  This  Study  to  the  Safety  Movement 

C.  H.  Watson,  M.D. 

President,  National  Safety  Council 

The  conclusions  of  the  composite  study  just  offered  through  Dr. 
Cofer's  research  are  extremely  interesting,  and  the  presentation 
makes  possible  a  prominence  to  this  subject  which  otherwise  might 
remain  as  merely  a  matter  of  record-keeping.     It  would  seem  that 
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studies  of  this  sort  covering  all  kinds  of  accident  problems,  both 
from  the  standpoint  of  morbidity  as  well  as  that  of  mortality 
should,  from  time  to  time,  yield  answers  which,  wholly  or  in  part, 
may  lead  to  the  institution  of  measures  cutting  down  numerically 
or  possibly  entirely  eliminating  certain  of  these  unfortunate  results. 

Fireworks  casualties,  with  particular  reference  to  the  blindness 
problem,  present  the  same  general  classification  of  causes  and  re- 
sults that  may  be  found  in  industries  where  small  particles  of  hot 
substances  or  flame  flashes  occur  in  proximity  to  the  open  eye. 
Many  of  our  industries  whose  processes  involve  handling  molten 
metals  or  hot  particulate  material  from  high  speed  abrasive  grind- 
ing tools,  must  meet  the  question  of  the  eye  burn  with  a  constant 
maintenance  of  approved  first  aid.  The  same  thing  is  true  of  the 
burns  of  the  corneal  conjunctiva  resulting  from  flash  explosions  such 
as  occur  from  fireworks.  Industry  has  its  share  of  these  hazards, 
and  while  some  of  them  are  unavoidable,  their  existence  is  known, 
and  proper  measures  may  be  taken  for  protection.  In  this  sense, 
the  industrial  eye  burn  from  hot  foreign  bodies  or  from  flash  burns 
has  a  more  favorable  hazard  than  eye  burns  occurring  from  the  use 
of  fireworks. 

In  the  first,  namely,  the  fireworks  eye  burn,  we  have  only  the 
incidental  episode  which  can  result  in  the  casualty  and  against 
which  there  can  be  obviously  little  training  and  little  in  the  way  of 
protection  afforded,  beyond  that  provided  in  the  instructions  for 
the  use  of  the  specific  fireworks  article.  However,  in  the  fireworks 
problem,  just  as  in  the  industrial,  there  is  always  the  question  of 
providing  suitable  care  for  burns  at  the  earliest  possible  moment. 
Naturally,  the  opportunities  for  the  services  of  an  adequately 
equipped  ophthalmologist  could  not  be  predicted  in  advance  of  the 
periods  when  fireworks  are  going  to  be  exploded.  In  an  industry, 
it  is  perfectly  possible  to  make  available,  at  least,  the  important 
measures  for  adequate  first-aid  care  of  damaged  eyes.  As  a  med- 
ical man,  and  not  an  ophthalmologist,  it  has  been  my  experience,  at 
least  from  the  industrial  standpoint,  that  the  injured  eye  as  the 
result  of  a  burn  of  any  kind — from  hot  substances,  naked  flame  or 
chemicals — can  be  benefited  through  the  immediate  use  of  plenty 
of  clean,  cold  water,  dousing  face  and  eyes  liberally.  Don't  wait 
for  the  doctor.     In  the  majority  of  instances  of  eye  burns,  the  im- 
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mediate  application  of  a  first-aid  treatment  goes  far  toward  insur- 
ing the  limitation  of  damage  to  the  eye  surface.  We  not  infre- 
quently encounter  burns  of  the  corneal  conjunctiva  and  of  the  lid 
margins,  in  which,  if  immediate  cold  water  applications  had  been 
available,  later  followed  by  adequate  oil  dressings,  the  formation  of 
adhesions  between  lids  and  eye  surfaces  could  have  been  prevented. 

While  it  is  true  that  the  tremendous  lymphatic  vascularity  of  the 
corneal  substance  as  well  as  of  the  basal  layers  of  both  orbital  and 
palpebral  conjunctiva  can  take  care  of  most  infections,  neverthe- 
less, when  the  burn  has  been  extensive,  and  the  resultant  destruc- 
tion and  swelling  has  closed  many  of  the  lymphatic  channels,  a 
devastating  infection  is  possible,  and  here  it  is  that  the  institution 
of  early  skilled  care  to  prevent  such  infection  as  well  as  later  scar 
formation,  is  absolutely  imperative.  It  must  not  be  forgotten  that 
corneal  opacities  resulting  from  flash  burns  and  due  to  proliferating 
vascular  growths  throughout  the  burned  corneal  area  may  result 
in  a  blindness.  It  is  possible  now,  in  certain  cases,  to  have  corneal 
grafts  introduced  with  at  least  a  reasonable  measure  of  success.  In 
fact,  there  are  a  number  of  instances  of  the  return  of  a  certain 
amount  of  limited  vision.  The  Ophthalmological  Hospital  at  the 
Columbia-Presbyterian  Medical  Center  is  supplied  both  from  the 
standpoint  of  physical  equipment  as  well  as  professional  talent,  to 
undertake  grafts  in  suitable  cases,  and  even  maintains  grafting 
material  available  much  of  the  time. 

The  point  of  emphasis  which  I  wish  to  stress  from  the  safety  and 
prophylactic  angle  is  the  institution  of  simple,  immediate  first-aid 
measures  followed  by  resort  at  the  earliest  possible  moment  to 
skilled  ophthalmological  care.  Family  doctors  alone,  the  corner 
druggists,  or  the  household  remedies  are  not  adequate  to  meet  the 
needs  of  these  damaged,  most  valuable  of  our  organs  of  special 
sense. 

Chairman  Williams  :  We  shall  now  have  the  pleasure  of  listen- 
ing to  Mr.  C.  H.  Fleming,  Executive  Secretary  of  Pyrotechnic 
Industries,  Inc.,  to  whom  we  are  indebted  for  the  means  of  making 
this  study  during  the  past  year,  and  which  we  hope  to  continue 
during  the  year  to  come.     Mr.  Fleming. 
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Pyrotechnics  Responsibilities   in  the  Problem  of   Fireworks 

Accidents 

C.  H.  Fleming 

Executive  Secretary,  Pyrotechnic  Industries,  Inc. 

The  reputable  fireworks  manufacturers  have  a  deeply  sympa- 
thetic interest  in  the  efforts  now  being  made  to  reduce  the  number 
of  Fourth  of  July  accidents.  No  clearer  proof  of  this  interest  can  be 
asked  than  the  fact  that  it  was  the  manufacturers  who  supplied  the 
substantial  funds  needed  for  the  preparation  of  the  elaborate  report 
which  is  the  basis  of  Dr.  Cofer's  address. 

With  the  conclusions  reached  by  Dr.  Cofer  we  are  in  hearty 
agreement.  The  users  of  fireworks  should  be  made  to  understand 
that  they  are  dangerous  if  misused.  There  is  no  question  that  a 
large  proportion  of  the  accidents  studied  resulted  from  the  gross 
misuse  of  fireworks — in  particular,  from  the  throwing  of  firecrackers 
at  persons  or  into  automobiles. 

As  Dr.  Cofer  suggests,  uncivilized  behavior  of  this  kind  can 
better  be  dealt  with  through  education  than  through  prohibition. 
The  general  prohibition  of  fireworks  on  the  Fourth  of  July  runs 
counter  to  the  traditions  and  ingrain  character  of  the  American 
people.  For  that  reason  such  prohibitions  are  likely  to  be  as  little 
effective  as  was  the  noble  experiment  of  the  "Drys. "  The  facts 
stated  in  the  report  bear  this  contention  out  for  it  is  to  be  noted  that 
there  was  as  large  a  proportion  of  accidents  resulting  from  bootleg 
fireworks  in  the  areas  subject  to  prohibition  as  there  was  in  other 
parts  of  the  country. 

The  fireworks  manufacturers  believe  in  the  educational  program 
advanced  by  Dr.  Cofer  and  they  will  lend  it  their  full  support  but 
we  are  willing  to  do  much  more  than  that  in  the  interest  of  accident 
prevention.  Our  own  experience  and  study  convinces  us  that  a 
large  proportion  of  the  accidents  result  from  the  use  of  certain  items 
which  are  distinctly  more  dangerous  than  others.  It  is  our  sug- 
gestion that  a  joint  committee  be  formed,  to  include  representatives 
of  the  American  Museum  of  Safety  and  similar  bodies  on  the  one 
hand,  and  of  the  fireworks  manufacturers  on  the  other,  to  study 
the  question  of  dangerous  items  more  thoroughly  than  has  been 
possible  in  the  report  just  submitted.     We  believe  that  through 
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such  a  joint  study  it  will  be  possible  to  agree  upon  definite  remedial 
measures  in  pyrotechnic  manufacture  which  will  place  a  very  dif- 
ferent complexion  upon  the  matter  of  Fourth  of  July  accidents. 

To  make  such  action  effective,  the  reputable  fireworks  manu- 
facturers will  need  the  support  of  the  public  in  controlling  the  small 
fringe  of  irresponsible  producers  with  which  we,  as  most  other  in- 
dustries, are  afflicted.  We  are  hopeful  that  the  co-operative  move- 
ment which  has  now  been  launched  in  the  preparation  of  the 
American  Museum  of  Safety  report  will  lead  ultimately  to  the  crea- 
tion of  an  impartial  federal  agency  with  power  to  regulate  the 
manufacture  of  fireworks  throughout  the  country  in  the  interests 
of  maximum  safety. 

Profits  to  those  engaged  in  the  fireworks  industry  do  not  justify 
the  sacrifice  of  a  single  life  or  of  a  single  eye  in  the  celebration  of 
Independence  Day.  Therefore,  if  there  is  no  justification  for  fire- 
works other  than  profit,  they  should  be  prohibited  if  it  were  possible 
to  make  prohibition  effective.  We  believe  that  fireworks  are  justi- 
fied and  desirable  in  the  celebration  of  the  anniversary  of  the  forma- 
tion of  our  nation,  because  they  do  inculcate  patriotism,  on  a  day 
that  should  be  devoted  to  the  celebration  of  this  glorious  event  and 
have  a  very  definite  appeal  to  people  of  all  ages  for  the  unusual 
beauty  of  their  effects,  which  effects  can  be  obtained  only  by  the 
use  of  pyrotechnics.  These  considerations,  however,  cannot 
through  any  possible  course  of  reasoning  be  made  to  justify  the  toll 
of  accidents  contained  in  the  report  of  Dr.  Cofer. 

We  may  as  well  recognize  that  complete  elimination  of  fireworks 
accidents  through  any  means,  including  absolute  prohibition,  is  not 
possible  of  attainment.  There  is  a  definite  public  demand  and  it 
it  unfortunately  a  fact  that  everything  necessary  to  make  far  more 
dangerous  fireworks  than  are  now  sold,  can  be  obtained  at  any  drug 
or  hardware  store;  and  with  prohibition,  experimental  fireworks 
and  bootleg  fireworks  would  certainly  produce  worse  accidents  if 
they  did  not  produce  as  great  a  number 

The  manufacturers  in  our  association  have  been  trying  to  deal 
with  the  accident  problem  for  many  years.  We  were  able  in  one 
instance  to  have  the  interstate  transportation  of  giant  firecrackers 
barred  with  an  admirable  effect  on  the  number  of  fireworks  ac- 
cidents, until  someone  discovered  and  exploited  what  we  always 
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knew — that,  with  so-called  flash  composition  he  could  make  a  small 
firecracker  just  as  loud  and  more  dangerous  than  the  giant  fire- 
cracker and  furthermore  he  could  make  it  very  cheaply,  without 
any  investment  in  machinery  because  this  flash  composition  is  so 
violent  that  it  does  not  require  a  carefully  made  paper  tube,  like 
that  of  the  ordinary  firecracker,  to  give  its  effect.  When  we  fire- 
works manufacturers  first  got  together  it  was,  of  course,  to  combat 
legislation  adverse  to  the  use  of  fireworks.  We  soon  recognized  that 
the  only  substantial  way  to  do  this  was  to  purge  the  industry  of  the 
recognized  vicious  items.  We  have  tried  and  have  been  unsuc- 
cessful. 

Let  me  briefly  outline  the  formation  of  our  association,  the  pres- 
ent members  of  which  manufacture  over  90  per  cent  of  the  fireworks 
made  in  the  United  States,  and  about  50  per  cent  of  those  sold  in 
the  United  States.  At  the  start  we  had  four  times  as  many  members 
as  we  now  have  and  our  membership  included  importers  as  well  as 
manufacturers.  Then  we  said,  "Gentlemen,  these  are  the  items 
that  are  causing  accidents  and  we  must  find  a  way  to  have  them 
discontinued.  "  The  result  was  that  three-quarters  of  our  member- 
ship, including  the  importers,  said,  "You  are  trying  to  put  us  out 
of  business,  "  and  resigned.  We  believe  that  unless  they  are  willing 
to  make  acceptable  fireworks  from  the  standpoint  of  safety  to  the 
consumer  they  should  be  put  out  of  business  and  with  your  help  we 
believe  they  can  be. 

It  should  here  be  noted  that  the  amount  of  imported  fireworks  is 
very  nearly  50  per  cent  of  the  fireworks  sold.  These  imported  fire- 
works are  almost  100  per  cent  firecrackers  of  Chinese  or  Japanese 
origin,  manufactured  with  coolie  labor.  They  contain  flash  com- 
position, having  an  unreliable  paper  fuse  and  are  braided  together 
in  such  a  way  that  when  they  are  separated  by  the  consumer  the 
fuse  ofttimes  tears  off  near  the  cracker,  causing  an  almost  imme- 
diate explosion  when  ignited.  Such  cheap  and  poorly  made  im- 
ported fireworks  are  in  no  way  under  the  control  of  the  American 
manufacturer. 

It  is  a  very  unfortunate  fact  that  in  the  manufacture  of  fireworks 
the  dangerous  items  are  the  easiest  and  cheapest  to  make  and  are 
also  the  easiest  to  sell.  The  American  boy  wants  the  loudest  and 
therefore  the  most  vicious  piece  of  fireworks  that  he  can  get.    The 
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result  is  that  there  are  small  irresponsible  manufacturers,  interested 
only  in  immediate  profits,  scattered  around  the  country  exploiting 
these  conditions,  blowing  themselves  up  and  being  replaced  by 
equally  inexperienced  successors. 

We  tried  to  see  what  we  could  do  under  N.R.A.  Not  without 
considerable  difficulty  and  the  cry  that  we  were  trying  to  put  the 
small  manufacturers  out  of  business  did  we  get  an  amendment  to 
our  code  making  the  use  of  so-called  flash  composition  an  unfair 
trade  practice.  Let  me  explain  why  we  picked  out  flash  composi- 
tion by  referring  to  Dr.  Cofer's  report  in  which  it  is  shown  that 
84  per  cent  of  the  accidents  investigated  were  caused  by  fire- 
crackers, cannon  crackers  and  cherry  bombs.  While  this  report 
does  not  differentiate  between  ordinary  firecrackers  and  so-called 
flash  crackers,  I  can  assure  you  from  my  knowledge  of  the  character 
of  the  items  involved  that  very  nearly  all  of  these  84  per  cent  were 
caused  by  flash  crackers.  This  is  attested  to  by  a  reference  to  the 
last  available  statistics  of  the  American  Medical  Association  which 
show  a  very  substantially  lower  percentage  of  accidents  caused  by 
firecrackers.  At  the  time  their  statistics  were  compiled  flash 
crackers  were  not  being  sold,  but  giant  crackers,  containing  in  excess 
of  ten  times  the  explosive  power  of  the  large  common  firecracker 
now  sold,  were  in  plentiful  supply.  The  giant  firecracker  has  been 
discontinued  but  the  flash  cracker  has  very  much  more  than  re- 
placed it  in  accidents. 

We  were  opposed  by  small  manufacturers  operating  with  no  in- 
vestment, manufacturing  practically  nothing  but  flash  items  and 
exploiting  the  demand  of  the  public  for  the  loudest  and  most  dan- 
gerous piece  of  fireworks  that  could  be  constructed.  We  were  also 
opposed  by  importers  who  by  the  use  of  flash  items  have  succeeded 
in  taking  almost  all  of  our  market  for  ordinary  firecrackers.  We 
have  been  accused  of  wanting  to  discontinue  the  flash  items  because 
of  the  expense  of  the  aluminum  in  them  but  we  can  assure  you  that 
had  we  been  successful  in  arranging  for  the  discontinuance  of  flash 
composition,  the  toll  of  accidents  reported  would  have  been  mini- 
mized. 

In  some  of  the  previous  meetings  of  the  American  Museum  of 
Safety  it  has  been  suggested  that  the  place  to  regulate  fireworks  is 
at  their  source.    I  note  that  this  suggestion  is  not  contained  in  Dr. 
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Cofer's  report  but  would  like  to  say  that  it  is  the  opinion  of  the 
members  of  our  Association  that  at  the  source  is  the  only  logical 
point  of  control.  We  are  entirely  in  accord  with  any  educational 
program  and  think  that  a  great  deal  can  be  accomplished  by  such 
a  program.  As  an  instance  we  think  that  the  word  "harmless" 
being  associated  with  sparklers  has  been  unfortunate.  The  results 
of  educating  parents  not  to  allow  children  alone  with  fireworks 
would  be  salutary  and  the  practice  of  throwing  fireworks  must  be 
curbed  through  education.  But  the  control  of  dangerous  fireworks 
requires  regulation  as  well  as  education,  for  you  cannot  educate  an 
element  of  youth  to  avoid  such  items  as  long  as  they  are  offered 
for  sale. 

In  Canada,  in  the  division  of  explosives  under  the  Department 
of  Mines,  all  fireworks  items  have  to  be  examined  and  approved 
before  they  can  be  offered  for  sale  to  the  public.  Under  this  form 
of  regulation  the  Canadian  public  have  their  fireworks  and  fire  them 
and  the  resulting  accidents  are  nil.  Our  association  has  attempted 
to  duplicate  as  near  as  possible  the  Canadian  type  of  regulation  by 
having  a  federal  bureau  established  which  would  have  to  approve 
all  fireworks  items  before  they  could  be  manufactured  or  imported 
for  sale.  There  is  a  quasi-federal  agency,  namely  the  Bureau  of 
Explosives  under  the  Interstate  Commerce  Commission,  that  have 
the  necessary  laboratories  and  a  personnel  completely  familiar  with 
fireworks.  At  the  present  time  they  examine  the  products  of  the 
various  fireworks  manufacturers,  but  solely  for  the  consideration 
of  safety  in  transportation  which  has  no  definite  relation  to  safety 
in  use.  Here  we  have  a  capable  agency  all  set  up,  completely 
equipped  and  with  a  personnel  thoroughly  familiar  with  fireworks. 
I  do  not  know  how,  exactly,  it  could  be  accomplished,  but  I  do 
believe  that  if  you  gentlemen  were  to  attempt  it,  with  the  co-opera- 
tion of  this  group  of  fireworks  manufacturers,  which  I  can  assure 
you  would  be  given,  a  way  would  be  found  to  have  fireworks  that 
are  dangerous  in  use  as  well  as  in  transportation  condemned  by  the 
Bureau  of  Explosives,  and  barred  by  the  Interstate  Commerce 
Commission  in  transportation.  If  this  were  accomplished  our  prob- 
lem would  practically  be  solved.  It  is  true  that  the  intra-state 
traffic  and  bootlegging  of  dangerous  fireworks  would  not  be  pro- 
vided for.    I  do  not,  however,  know  of  any  instance  where  even  the 
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outlying  fringe  of  the  industry,  who  live  on  dangerous  items,  now 
manufacture  any  items  that  are  barred  from  interstate  transporta- 
tion and  I  am  confident  that  any  items  so  barred  would  not  con- 
tinue to  be  made.  If  they  should  be,  at  least  a  national  standard 
would  have  been  established  and  I  do  not  believe  that  it  would  take 
the  states  long  to  accept  that  standard  and  prohibit  the  sale  of  fire- 
works not  approved  by  the  Bureau.  The  problems  of  bootleg  and 
home-made  fireworks  would  only  become  serious  as  a  result  of 
absolute  prohibition. 

Our  association  has  given  the  problem  of  fireworks  accidents  a 
great  deal  of  thought.  We  have  probably  discussed  every  known 
form  of  regulation  and  it  is  our  conviction  that  the  type  I  have 
outlined,  which  is  working  so  admirably  in  Canada,  is  the  practical 
plan.  We  want  to  stop  making  dangerous  fireworks  but  this  is  use- 
less as  long  as  we  know  that  they  will  be  replaced  by  far  more 
vicious  fireworks  offered  by  unscrupulous  manufacturers.  We  have 
been  working  on  this  problem  opposed  on  the  one  side  by  the  irre- 
sponsible member  of  our  own  industry  and  on  the  other  side  by  the 
prohibitionist  and  no  one  has  accomplished  anything  worth  while. 
We  believe  that  we  are  near  enough  in  accord  with  you  gentlemen 
so  that,  working  together,  a  great  deal  can  be  accomplished — we 
should  like  the  opportunity  to  try. 

Chairman  Williams:  I  want  to  thank  Mr.  Fleming  for  his 
address  and  for  the  assurances  that  he  has  given  of  such  farsighted 
co-operation  on  the  part  of  the  manufacturers. 

The  source  of  manufacture  of  these  dangerous  fireworks,  I  think, 
is  across  the  customs  border  of  our  country.  As  they  must  be  ad- 
mitted through  the  Customs  House,  I  am  of  the  opinion  that  by 
placing  these  facts  before  our  authorities  at  Washington  a  great 
deal  could  be  done  to  reduce  the  importation  of  such  fireworks. 
This  could  be  accomplished  by  making  certain  that  all  fireworks 
introduced  in  this  country  meet  with  the  approval  of  a  bureau  of 
standards  such  as  Mr.  Fleming  recommends. 

We  have  two  splendid  men  in  Congress  from  our  own  state, 
Senator  Copeland  and  Senator  Wagner.  I  have  known  both  for 
many  years.  I  am  going  to  ask  Mr.  Regula,  secretary  of  the  Amer- 
ican Museum  of  Safety,  to  note,  if  it  be  your  sense,  to  communicate 
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with  Senator  Copeland  and  Senator  Wagner,  in  co-operation  with 
Mr.  Flemingwho  represents  the  manufacturers,  and  urge  upon  them 
that  they  give  serious  consideration  to  protective  measures  at  the 
highest  possible  source  in  the  Government.  If  no  one  opposes  that 
thought,  I  will  ask  Mr.  Regula  to  record  that  the  suggestion  meets 
with  the  unanimous  approval  of  this  audience. 

Our  next  speaker,  whom  I  have  great  pleasure  in  introducing,  is 
Mr.  John  W.  Avirett,  2d,  President  of  the  Maryland  Society  for  the 
Prevention  of  Blindness.  I  want  to  say  in  introducing  Mr.  Avirett 
that  he  is  a  man  who  knows  really  whether  it  is  possible  to  ac- 
complish anything  through  legislation,  because  he  has  had  a  great 
deal  of  experience  in  that  field.    Mr.  Avirett. 


Can  We  Reduce  Fireworks  Casualties  Through  Legislation? 

John  Williams  Avirett,  2d 

President,  Maryland  Society  for  the  Prevention  of  Blindness 

I  deeply  appreciate  the  opportunity  to  take  part  in  this  confer- 
ence with  you  who  are  grappling  so  intelligently  with  a  serious 
problem  for  which  there  is  such  a  crying  need  for  solution.  Two 
years  ago  I  knew  nothing  of  this  problem.  At  that  time  the  then 
President  of  the  Maryland  Society  for  the  Prevention  of  Blindness 
asked  me  to  become  a  member  of  his  board  of  directors  to  give  ad- 
vice on  legal  subjects.  Shortly  thereafter  I  was  requested  to  pre- 
pare a  state-wide  bill  forbidding  the  sale  of  fireworks  to  children 
under  a  certain  age.  After  giving  the  matter  thorough  considera- 
tion and  studying  the  laws  in  other  states,  I  said  that  I  would  not 
prepare  such  a  bill  because  I  did  not  think  it  would  do  the  trick, 
but  that  I  would  prepare  a  comprehensive  state-wide  bill  prohibit- 
ing the  indiscriminate  sale  and  use  of  fireworks  and  authorizing  and 
permitting  public  displays  properly  supervised  and  conducted.  I 
did  prepare  such  a  bill  and,  as  president  of  the  Maryland  Society 
for  the  Prevention  of  Blindness,  carried  the  matter  before  the  1935 
session  of  the  Legislature  without  success.  We  lost  the  first  round, 
but  I  learned  a  great  deal. 

Much  of  what  I  have  to  say  today  is  so  directly  in  conflict  with 
what  Mr.  Fleming  has  so  ably  said  on  behalf  of  the  fireworks'  manu- 
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facturers  that  I  think  I  should  make  it  quite  clear  at  this  point  that 
I  am  not  speaking  for  the  American  Museum  of  Safety  nor  for  the 
National  Safety  Council  nor  for  the  National  Society  for  the  Pre- 
vention of  Blindness  nor  for  the  authorities  of  the  City  of  Baltimore 
— not  even  for  my  own  Maryland  Society  for  the  Prevention  of 
Blindness — but  solely  for  myself.  I  am  too  sensible  to  claim  that 
I  know  what  legislation  will  do,  but  I  am  too  serious  about  this 
matter  to  refrain  from  expressing  my  opinion. 

It  is  sometimes  said  that  proportionately  as  many  fireworks 
casualties  occur  in  cities  having  restrictive  legislation  of  some  form 
as  in  those  which  do  not  have  such  legislation.  Even  if  this  is  true 
in  some  general  sense,  it  does  not  necessarily  mean  that  we  cannot 
reduce  fireworks  casualties  through  proper  legislation.  We  cannot 
draw  any  valid  inferences  from  statistics  with  respect  to  a  partic- 
ular city  which,  in  spite  of  some  form  of  legislation,  continues  to 
have  fireworks  casualties  without  examining  the  nature  of  the 
legislation  and  other  circumstances  in  that  city.  If  such  an  exam- 
ination reveals,  as  it  often  does,  that  the  legislation  in  question  is 
itself  inadequate  or  that  there  is  no  active  sanction  behind  it  and 
no  real  effort  has  been  made  to  enforce  it,  or  that  its  effectiveness 
has  been  minimized  by  unrestricted  sales  around  the  city's  limits, 
then  the  continued  existence  of  fireworks  casualties  in  that  city 
cannot  properly  be  pointed  to  as  indicating  the  ineffectiveness  of 
legislation  in  general. 

There  is  much  affirmative  evidence  that  legislation  can  help  and 
has  helped  to  reduce  fireworks  casualties.  For  example,  it  is  my 
understanding  that  the  passage  of  a  restrictive  ordinance  in  De- 
troit, Michigan,  in  1927,  brought  about  a  definite  change  for  the 
better  in  that  city's  fire  losses  due  to  fireworks. 

The  Journal  of  the  American  Medical  Association  for  Septem- 
ber 22,1934,  points  out  the  significant  contrast  between  Bridgeport 
and  New  Haven,  Connecticut.  In  1929,  New  Haven  had  51  Fourth 
of  July  accidents  occasioned  by  fireworks,  Bridgeport  74.  In  1930 
New  Haven  had  143  such  accidents,  Bridgeport  211.  In  that  year 
Bridgeport  adopted  an  ordinance  prohibiting  the  sale  and  use  of 
fireworks  and  New  Haven  rejected  a  similar  ordinance.  In  the  fol- 
lowing four  years  New  Haven  has  had  152,  79,  83  and  104  such 
accidents  while  Bridgeport  has  had  only  7,  6,  4  and  2.     Dr.  Shea, 
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health  officer  from  Bridgeport,  is  with  us  today.  He  spoke  to  me 
before  the  meeting,  confirmed  what  I  have  said  about  Bridgeport 
and  advised  me  that  they  had  had  only  three  casualties  in  1935. 

I  am  also  advised  that  the  passage,  in  1934,  of  an  anti-fireworks 
ordinance  in  Milwaukee,  which  prohibited  the  display,  sale  and  use 
of  all  forms  of  fireworks  except  those  sold  for  and  used  in  connection 
with  licensed  and  supervised  displays,  reduced  the  fireworks  cas- 
ualties in  that  city  from  190  in  1934  to  five  in  1935. 

In  citing  these  cases  which  have  been  brought  to  my  attention 
I  do  not  mean  to  assert  that  they  are  necessarily  typical  or  that 
the  good  results  obtained  in  Detroit,  Bridgeport  and  Milwaukee 
sprang  from  legislation  in  and  of  itself.  Indeed,  I  am  quite  confident 
that  there  must  have  been  advised  and  aroused  public  opinion 
sanctioning  and  demanding  the  regulation  embodied  in  the  legis- 
lation. My  point  is,  however,  that  sound  legislation  can  furnish  the 
instrumentality  of  control  through  which  organized  public  opinion 
can  effectively  handle  the  problem. 

Before  attempting  to  answer  the  question  allotted  to  me  for  dis- 
cussion, I  want  to  give  you  the  facts  with  respect  to  which  I  am 
most  familiar.  In  Maryland  we  do  not,  as  yet,  have  any  state-wide 
law.  In  Baltimore  City,  however,  the  only  large  city  in  the  state, 
we  do  have  effective  regulation  through  legislation. 

Control  of  the  storage,  sale  and  use  of  fireworks  in  Baltimore 
City  is  based  upon  two  city  ordinances: 

1.  The  so-called  Fire  Prevention  Ordinance  (No.  346)  authorizes 
the  proper  officers  of  the  Fire  Department  to  inspect  all  buildings 
within  the  city  limits  for  the  purpose  of  ascertaining  fire  conditions 
therein,  requires  written  reports  to  the  Department's  chief  engineer 
of  the  results  of  such  inspections  and  provides  that  if  a  condition  is 
reported  which,  in  the  judgment  of  the  Board  of  Fire  Commis- 
sioners, is  dangerous,  it  is  the  duty  of  that  Board  to  give  the  oc- 
cupier of  the  premises  written  notice  warning  him  of  the  existence 
of  the  dangerous  condition  and  ordering  that  the  condition  be 
abated  within  a  specified  time.  The  ordinance  provides  that  if, 
after  such  an  order,  the  reported  condition  is  not  corrected,  the 
Board  is  directed  and  empowered  to  remove  or  correct  the  danger- 
ous condition  at  the  expense  of  the  owner  or  occupier  of  the  prem- 
ises.    Suitable  penalties  are  provided  for  violation.     It  should  be 
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noticed  that  this  ordinance  is  not  directed  specifically  at  fireworks 
but  is  a  general  fire  prevention  ordinance. 

2.  A  second  ordinance  in  Baltimore  City,  which  we  may  call  the 
Fireworks  Ordinance  (Baltimore  City  Code,  Article  13),  prohibits 
the  casting,  throwing  or  firing  of  any  combustible  fireworks  or  ex- 
plosive preparations  within  the  city  except  as  authorized  by  a  per- 
mit from  the  Mayor.  It  also  provides  that  it  shall  be  unlawful  for 
any  person  to  sell  or  offer  for  sale  within  the  city  limits  any  fire- 
crackers or  other  combustible  fireworks,  subject  to  certain  excep- 
tions not  particularly  relevant  to  this  discussion.  Finally,  it  pro- 
hibits the  manufacture  of  firecrackers  and  combustible  fireworks 
within  the  city  limits.    Suitable  penalties  are  provided. 

It  may  be  helpful  if  I  explain  the  way  in  which  these  ordinances 
are  enforced.  To  begin  with,  the  head  of  the  Fire  Department  in 
each  district  of  the  city  makes  periodic  inspections  of  conditions 
throughout  his  district  and  is  familiar  with  conditions  therein. 
About  the  first  of  June  a  general  order  goes  out  from  the  Board  of 
Fire  Commissioners  instructing  that  a  special  inspection  be  made 
at  once  pursuant  to  the  Fire  Prevention  Ordinance,  for  the  purpose 
of  ascertaining  whether  or  not  any  inflammable  or  combustible  fire- 
works are  to  be  found  on  any  premises  within  the  city  limits  and, 
if  so,  requiring  a  written  report  thereof  to  be  forwarded  to  head- 
quarters. Such  inspections  and  reports  are  made  of  any  fireworks 
found  on  such  premises.  About  the  same  time  a  special  order  goes 
out  from  the  Police  Commissioner  to  all  police  officers  calling  at- 
tention to  the  fireworks  ordinance,  ordering  the  strict  enforcement 
of  that  ordinance  by  arrests,  and  further  ordering  the  officers  to 
ascertain  the  names  and  addresses  of  dealers  through  whom  fire- 
works have  been  obtained  in  violation  of  the  ordinance.  Pursuant 
to  such  instructions,  the  police  officers  also  report  to  the  Fire  De- 
partment any  fireworks  found  on  premises  within  the  city.  When 
the  presence  of  fireworks  on  premises  within  the  city  is  reported, 
the  occupier  of  the  premises  is  immediately  notified  to  remove  them 
and  if,  after  notice,  such  fireworks  are  not  removed  in  compliance 
with  the  order,  the  Fire  Department,  through  its  proper  representa- 
tives, has  them  removed  at  the  expense  of  the  owner. 

It  appears,  therefore,  that  the  Fire  Prevention  Ordinance  enables 
the  Fire  Department  to  go  after  wholesalers  as  well  as  small  re- 
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tailers  for  storing  combustible  materials  on  premises  within  the  city 
limits.  The  Fireworks  Ordinance  enables  the  police  to  co-operate 
and  go  after  persons  who,  having  secured  fireworks  in  one  way  or 
another,  attempt  to  use  them  in  the  city.  The  provision  authoriz- 
ing the  Mayor  to  issue  permits  takes  care  of  the  great  public  dis- 
plays— with  what  results? 

According  to  the  records  of  the  Baltimore  Safety  Council,  there 
were  in  Baltimore  City  only  12  fireworks  casualties  in  1931,  no  such 
casualties  in  1932,  10  in  1933,  11  in  1934  and  16  in  1935,  a  total  of 
49  for  five  years  in  a  city  with  a  population  of  over  800,000  people. 
These  figures  are  all  the  more  impressive  since  we  do  not  have  a 
state-wide  law  in  Maryland,  and  the  remarkably  good  results 
obtained  in  Baltimore  City  have  been  in  spite  of  the  fact  that  on 
the  Fourth  of  July  and  for  at  least  a  week  before  that  day,  every 
road  going  out  of  the  city  is  lined,  just  beyond  the  city  limits,  with 
temporary  stalls  at  which  unrestricted  sales  of  all  forms  of  fireworks 
are  conducted  so  that  the  city  is  in  very  truth  surrounded  by  a  ring 
of  fire.  The  great  increase  in  such  sales  during  the  past  few  years 
is  probably  the  explanation  for  the  slight  increase  in  casualties 
within  the  city.  Furthermore,  the  figures  for  Baltimore  City  should 
be  compared  with  the  figures  for  the  State  of  Maryland  outside  of 
Baltimore  City.  A  state-wide  survey  recently  made  under  the 
auspices  and  direction  of  the  Maryland  Society  for  the  Prevention 
of  Blindness  with  the  co-operation  of  the  State  Health  Department, 
its  various  county  agents,  the  hospitals,  police  and  fire  depart- 
ments and  doctors  in  the  state  shows  that  there  were  at  least  100 
casualties,  including  three  deaths,  directly  resulting  from  fireworks 
this  Fourth  of  July  in  the  state  outside  of  Baltimore  City.  These 
figures  do  not  include  three  other  deaths  and  22  other  injuries  which 
resulted  from  explosions  in  fireworks  manufacturing  plants  in  Har- 
ford County,  Maryland,  in  the  month  of  June.  When  you  consider 
that  the  population  of  the  state  of  Maryland,  exclusive  of  the  city 
of  Baltimore,  is  approximately  the  same  as  the  population  of  the 
city  itself,  the  contrast  between  the  16  casualties  in  the  city  with 
its  legislation  and  the  100  known  casualties  outside  the  city  where 
there  is  no  effective  legislation  is  significant. 

All  this  has  been  accomplished  quietly  and  efficiently  in  the  face 
of  persistent  efforts  on  the  part  of  those  commercially  interested  in 
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the  manufacture  and  indiscriminate  sale  and  use  of  fireworks  to 
liberalize  the  Baltimore  City  ordinances.  In  March,  1932,  such  an 
effort  was  made.  It  was  decisively  defeated  by  the  organized  and 
militant  efforts  of  the  Police  Department,  the  Fire  Department, 
the  Maryland  Society  for  the  Prevention  of  Blindness,  the  Balti- 
more Safety  Council,  the  Public  School  Association  of  Maryland, 
the  Association  of  Fire  Underwriters  and  others  interested  in  main- 
taining a  truly  safe  and  sane  Fourth  in  Baltimore  City.  After  de- 
feating this  attempt  in  1932,  the  Police  and  Fire  Departments 
proceeded  with  their  job  under  the  Fire  Prevention  Ordinance  and 
cleared  out  the  supplies  of  over  200  small  retailers  in  the  city.  This 
unquestionably  contributed  to  the  fact  that  there  appear  to  have 
been  no  fireworks  casualties  in  Baltimore  City  that  year.  In  1933 
there  were  fewer  violations  required  to  be  handled  by  the  Fire  and 
Police  Departments  and  in  May,  1934,  another  attempt  was  made 
to  liberalize  the  law.  It  was  again  defeated  by  the  quick  action  of 
the  same  organizations  and  there  were  still  fewer  violations  of  the 
Fire  Prevention  Ordinance  that  year.  During  the  past  year  there 
were  only  four  violations  of  the  Fire  Prevention  Ordinance  brought 
to  the  attention  of  and  cleared  up  by  the  Fire  Department. 

The  history  of  the  Baltimore  City  ordinances  is  particularly 
significant  in  that  it  shows  the  necessity  for  constant  vigilance  on 
the  part  of  those  who  must  head  up  the  ever-growing  public  opinion 
in  favor  of  safe  and  sane  Fourth  of  July  celebrations.  It  is  of  further 
significance  as  evidence  that  so  long  as  there  is  no  state-wide  law 
in  Maryland,  there  will  be  repeated  agitation  on  the  part  of  persons 
in  Baltimore  City  to  have  the  Baltimore  City  ordinances  liberalized 
so  that  they  will  not  discriminate  against  sellers  who  live  inside  the 
city  in  favor  of  those  living  outside  the  city  and  it  will  continue  to 
be  difficult  to  enforce  those  ordinances. 

It  is  of  still  further  significance  because  it  indicates  that  such 
success  as  we  have  had  in  Baltimore  is  primarily  based  upon  the 
approach  Mr.  Resnick  suggested  at  a  similar  conference  here  last 
year,  namely,  to  go  after  the  source  rather  than  the  consumer  or 
user.  While  we  have  not  gone  clear  back  to  the  factory  we  have 
substantially  stopped  the  sales  in  the  city. 

Along  with  a  strict  enforcement  of  the  prohibition  against  the 
indiscriminate  sale  and  use  of  fireworks  in  Baltimore  City,  there 
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has  been  a  growing  emphasis  on  and  use  of  great  public  displays  of 
fireworks.  Last  Fourth  of  July  there  were  eight  such  displays  in 
Baltimore  City.  Three  were  conducted  in  public  parks  under  the 
auspices  of  community  associations,  two  by  country  clubs,  two  by 
athletic  clubs  and  one  by  a  public  amusement  park.  Each  display 
was  put  on  by  experts  from  the  manufacturing  company  which  sold 
the  fireworks  and  there  were  present  special  details  of  firemen  and 
policemen  to  look  after  the  order  and  safety  of  the  spectators.  Each 
of  them  was  conducted  under  and  pursuant  to  a  permit  issued  by 
the  so-called  Safe  and  Sane  Celebration  Committee  appointed  by 
the  Mayor  to  supervise  Fourth  of  July  celebrations.  Such  permits 
are  issued  pursuant  to  an  application  by  the  association  or  club 
desiring  to  conduct  the  display  and  must  be  approved  by  the  Board 
of  Fire  Commissioners  and  the  Police  Commissioner  of  Baltimore 
City.  Such  permits  are  only  issued  for  community  celebrations 
handled  by  representatives  of  the  fireworks  company  which 
manufactures  and  sells  the  fireworks  to  be  displayed.  It  is  esti- 
mated that  between  250,000  and  300,000  people  attended  these  dis- 
plays in  different  sections  of  Baltimore  City  this  past  Fourth  of 
July. 

It  appears,  therefore,  that  in  spite  of  the  pressure  of  commercial 
interests  and  in  spite  of  being  surrounded  by  a  ring  of  fire  due  to 
the  absence  of  any  adequate  state-wide  law,  Baltimore  City  has 
arrived  at  a  reasonably  successful  solution  of  the  problem.  The 
continued  existence  of  and  the  recent  slight  increase  in  casualties 
in  the  city,  the  repeated  efforts  on  the  part  of  the  commercial  in- 
terests to  liberalize  our  ordinances  and  the  increasing  sales  around, 
but  outside,  the  city  limits — all  are  a  stark  warning  that  the  next 
step  in  Maryland  is  to  secure  some  sound  state-wide  legislation  not 
only  for  the  further  protection  of  Baltimore  City  but  for  the  pro- 
tection of  the  rest  of  the  state.  Serious  efforts  toward  that  end  are 
now  under  way. 

There  are  many  different  kinds  of  law  in  various  cities  and  states 
regulating,  restricting  or  prohibiting  the  sale  and  use  of  fireworks 
but  an  examination  of  them  indicates  how  clearly  inadequate  most 
of  them  are.  For  example,  legislation,  be  it  state-wide  or  limited  to 
a  particular  city,  prohibiting  the  sale  of  fireworks  to  children  under 
a  certain  age  is  wholly  inadequate.    While  it  may  to  some  extent 


THE    PROBLEM   OF   FIREWORKS   ACCIDENTS  111 

place  the  responsibility  on  parents  and  relatives,  it  does  not  keep 
the  fire  and  powder  out  of  the  hands  of  children  and  others. 

There  are  many  state  laws  authorizing  the  various  city  councils 
within  the  state  to  regulate  the  sale  and  use  of  fireworks.  Without 
more,  such  legislation  is  ineffective  and  inadequate. 

Frequently  legislation  takes  the  form  of  a  restriction  on  the  kind 
of  fireworks  which  can  be  sold,  the  sale  and  use  of  certain  kinds 
being  forbidden.  Such  legislation  is  not  only  inadequate  but  in  a 
real  sense  does  more  harm  than  good  because  it  fosters  the  false  im- 
pression that  there  can  be  some  differentiation  between  "danger- 
ous" fireworks  and  "harmless"  fireworks.  I  do  not  see  how  there 
can  be  any  sound  distinction  between  firecrackers  over  five  inches 
in  length  and  those  under  five  inches  in  length,  or  between  those 
containing  gunpowder  and  those  containing  some  other  explosive 
substance.  On  this  point  I  am  convinced  that  there  can  be  no 
middle  ground.  They  are  all  dangerous.  Dr.  Cofer's  report  is  elo- 
quent on  this  subject  for  it  shows  that  out  of  the  3,000  casualties 
analyzed  to  date,  three-fourths  of  them  came  from  burns,  over  two- 
thirds  were  caused  by  ordinary  firecrackers  and  over  one-third  were 
caused  by  persons  throwing  lighted  firecrackers  at  other  persons. 
It  appears,  therefore,  that  size  of  the  firecrackers  and  the  kind  of 
powder  in  them  are  immaterial.  In  the  hands  of  any  but  experts 
they  all  have  one  tragic  dangerous  common  denominator — fire  and 
powder — which  may  and  often  does  result  in  serious  burns  and  lock- 
jaw. The  only  sound  form  of  legislation  would  seem  to  be  a  pro- 
hibition of  the  indiscriminate  sale  and  use  of  fireworks  coupled  with 
an  authorization  of  properly  conducted  public  displays.  In  this 
connection,  there  is  one  point  which  we  emphasize  in  Maryland  and 
believe  to  be  sound,  namely,  that  permitting  school  children  on  one 
day  of  the  year  to  play  with  fire  and  powder,  which  are  inescap- 
ably associated  with  any  form  of  fireworks,  is  in  complete  conflict 
with  the  efforts  of  parents,  school  authorities  and  others  to 
teach  children  fire  prevention  during  the  other  364  days  of  the 
year. 

Without  going  into  detail,  and  solely  for  the  purpose  of  stimulat- 
ing your  consideration  of  the  matter,  I  suggest  that  any  adequate 
state-wide  law  should  at  least  contain  substantially  the  following 
provisions: 
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1.  It  should  be  state-wide  in  effect  and  should  prohibit  the  in- 
discriminate sale  and  use  of  fireworks  as  therein  carefully  and  com- 
prehensively defined,  except  to  and  by  the  holders  of  permits  issued 
pursuant  thereto  by  properly  designated  local  authorities. 

2.  It  should  exempt  the  sale  of  fireworks  to  and  the  use  thereof 
by  Army  and  Navy  departments  of  the  state  or  federal  govern- 
ments, and  transportation,  industrial  or  commercial  concerns  re- 
quiring combustible  or  explosive  preparations  for  and  in  the  normal 
conduct  of  their  business. 

3.  It  should  provide  for  the  issuance  of  permits  for  public  dis- 
plays as  therein  provided  upon  application  in  a  form  prescribed 
which  will  give  the  authorities  such  information  as  they  need  to  in- 
vestigate the  responsibility  of  those  in  charge  of  the  display. 

4.  It  should  provide  that  permits  so  issued  should  be  non-trans- 
ferable and  should  not  relieve  the  holder  thereof  or  the  person  using 
fireworks  pursuant  thereto  from  compliance  with  such  rules  and 
regulations  as  may  be  laid  down  by  the  governing  authorities  of  the 
locality  in  which  the  fireworks  are  used  and  should  further  provide 
that  nothing  in  the  law  or  the  permits  issued  under  it  shall  authorize 
the  sale  or  use  of  fireworks  in  any  county,  city  or  town  in  which 
such  sale  or  use  is  otherwise  forbidden  by  law. 

5.  It  should  require  those  actually  responsible  for  discharging 
the  fireworks  to  be  competent  to  handle  such  work  and  should  re- 
quire them  to  post  a  substantial  bond  with  the  treasurer  of  the  state 
for  the  payment  of  such  judgments,  if  any,  as  may  be  obtained 
against  them  for  injuries  to  property  or  damage  arising  out  of  the 
conduct  of  the  displays. 

6.  It  might  well  provide  that  any  one  causing  personal  injury  or 
property  damage  by  discharging  fireworks  in  violation  of  law  should 
be  absolutely  liable  for  such  damage.  In  the  light  of  Dr.  Cofer's 
report,  there  should  at  least  be  such  a  provision  covering  injuries 
resulting  from  persons  throwing  firecrackers  at  others. 

7.  The  penalties  imposed  upon  those  convicted  for  violations 
should  be  substantial,  but  not  too  large,  with  a  larger  fine  for  sellers 
than  for  those  discharging  fireworks.  Moderate  minimum  fines 
with  a  leeway  for  larger  fines  in  flagrant  cases  would  promote  con- 
victions. In  Baltimore,  for  example,  we  do  secure  convictions  and 
the  imposition  of  $25  fines  where  we  might  not  secure  convictions 
if  the  minimum  penalty  were  too  large.  This  is  a  matter  of  practical 
justice.  Police  magistrates  will  convict  and  impose  a  substantial 
but  moderate  fine  where  they  would  not  convict  and  impose  what 
might  seem  to  them  an  exorbitant  fine. 

Many  of  you  may  not  agree  about  the  desirability  of  one  or  more 
of  the  provisions  which  I  suggest.    The  problem  is  new  and  complex 
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and  I  am  not  at  all  sure  that  all  of  my  suggestions  are  sound,  but 
none  of  them  is  novel  and  practically  all  of  them  in  one  form  or 
another  appear  somewhere  in  the  many  existing  laws.  I  have  pur- 
posely refrained  from  attempting  to  suggest  the  kind  of  legislation 
which  is  required  to  regulate  fireworks  factories.  Our  tragic  ex- 
periences in  Maryland  this  June  seem  to  indicate  the  necessity  for 
some  form  of  regulation  but  as  yet  I  have  not  had  an  opportunity 
to  go  into  that  phase  of  the  problem.  Furthermore,  there  is  no 
time  today  to  discuss  the  desirability  and  the  possibility  of  federal 
regulation.  Far  be  it  from  me  to  even  suggest  any  further  federal 
regulation  of  any  kind  at  this  time. 

With  respect  to  certain  very  practical  considerations,  let  me  say 
that  if  and  when  you  go  after  legislation  in  any  particular  state,  do 
not  let  those  who  prepare,  sponsor  and  urge  the  passage  of  your 
legislation  go  off  half-cocked.  Legislation  which  is  submitted  should 
be  carefully  prepared  and  drawn  in  the  light  of  every  helpful  sug- 
gestion which  can  be  obtained  from  such  national  organizations  as 
are  represented  here  today.  Furthermore,  the  presentation  of  such 
legislation  when  drawn  should  be  handled  so  competently,  intel- 
ligently and  seriously  that  the  legislators,  whether  they  agree  with 
you  or  not,  will  at  least  know  that  the  measure  that  you  are  sup- 
porting represents  a  serious  approach  to  a  serious  problem  and 
deserves  more  than  a  passing  laugh  as  another  foolish  law  sponsored 
by  another  group  of  killjoy  cranks.  You  should  get  good  men  to 
introduce  and  work  for  your  legislation  in  the  legislature. 

Furthermore,  watch  out  for  legislation  sponsored  openly  or  other- 
wise by  fireworks  companies.  I  say  this  in  full  recognition  of  the 
spirit  of  co-operation  which  the  national  industry  has  shown.  You 
may  find  that  the  same  co-operation  does  not  sincerely  exist  on  the 
part  of  small  operating  companies  in  particular  localities.  Beware 
of  bills  purporting  to  regulate  the  sale  and  use  of  fireworks  if  they 
differentiate  in  treatment  between  so-called  "dangerous"  and  so- 
called  "harmless"  fireworks.  You  may  find,  as  we  did  in  Maryland 
in  1931,  that  there  is  little  or  no  market  for,  or  little  or  no  profit  in, 
the  sale  of  the  itemized  fireworks  which  are  to  be  prohibited  but 
that  the  act,  if  passed,  will  authorize  the  sale  and  use  of  so-called 
"harmless"  fireworks,  for  which  there  may  be  a  large  market  and  in 
the  sale  of  which  there  probably  is  an  enormous  profit.     On  the 
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other  hand,  as  a  practical  matter,  it  may  be  well  to  co-operate  with 
the  manufacturers  in  the  authorization  and  encouragement  of 
permitted  public  displays,  properly  supervised  and  conducted. 
Finally,  do  not  get  discouraged  too  easily.  It  is  very  difficult  to  get 
such  legislation  passed.  You  will  probably  not  succeed  at  first;  but 
each  attempt,  if  properly  conducted,  will  in  itself  be  educational 
and  bring  you  nearer  to  your  final  success. 

In  conclusion:  I  have  become  convinced  that  the  tragic  and  use- 
less waste  which  results  from  fireworks  casualties  each  year  can  be 
reduced  by  really  adequate  legislation  which  will  constitute  a  means 
of  social  control  whereby  the  ever-growing  public  demand  for  a 
safer  and  saner  Fourth  of  July  can  be  made  effective.  There  must 
be  more  and  more  education  through  every  available  means.  In 
the  long  run,  no  law  can  be  more  effective  than  the  sanction  behind 
it.  On  the  other  hand,  no  public  opinion,  however  educated  and 
well  advised,  and  no  sanction  however  strong,  can  operate  effec- 
tively without  some  sound  means  of  control.  There  lies  the  need 
for  proper  legislation,  and  therein  lies  the  reason  for  the  statement 
that  in  my  opinion  we  can  reduce  fireworks  casualties  through 
legislation. 

Chairman  Williams:  Listening  to  such  an  address  as  that  just 
made  by  Mr.  Avirett,  one's  mind  readily  goes  back  to  the  time  when 
we  had  no  thought  of  ever  being  able  to  control  accidents  arising 
from  any  cause.  I  congratulate  him  and  I  congratulate  ourselves 
on  having  it. 

We  have  here  today  Mr.  Lee  F.  Hanmer,  who  is  in  some  quarters 
regarded  as  the  father  of  the  "Safe  and  Sane  Fourth  of  July"  idea. 
I  want  him  to  say  a  word. 

Mr.  Lee  F.  Hanmer  (Recreation  Department,  Russell  Sage 
Foundation,  New  York,  N.  Y.) :  This  has  been  a  most  inspiring  and 
gratifying  session.  We  have  had  the  privilege  in  the  Russell  Sage 
Foundation  of  doing  something  in  this  field  in  the  years  that  are 
past,  because  we  felt  that  constructive  organization  for  the  celebra- 
tion of  the  Fourth  of  July,  rather  than  indiscriminate  use  of  fire- 
works, was  the  proper  way  to  make  the  day  significant  and  the  way 
to  reduce  these  casualties  we  have  heard  so  much  about  today.    It 
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is  a  great  joy  to  have  come  to  the  point  where  this  kind  of  a  pro- 
gram is  being  projected. 

Chairman  Williams  :  Dr.  Carris  has  a  letter  here  from  Gov- 
ernor Curley  of  Massachusetts  which  I  would  like  to  read.  He 
writes: 

"  I  regret  exceedingly  that  I  will  be  unable  to  attend  the  luncheon 
conference  which  your  organization  is  holding  for  a  discussion  of  the 
problem  of  fireworks  accidents.  I  have,  however,  delegated  the 
Honorable  Stephen  C.  Garrity,  State  Fire  Marshal  of  the  Com- 
monwealth of  Massachusetts,  to  represent  me  on  the  occasion  and 
convey  my  personal  greetings  to  all  assembled.  Trusting  the  con- 
ference will  be  a  most  successful  one, 

"Sincerely  yours, 

"James  W.  Curley." 

Will  Mr.  Garrity  say  a  word? 

Mr.  Garrity:  In  Massachusetts  we  regulate  first  the  manu- 
facture of  fireworks,  then  the  sale,  and  then  the  use.  Each  year, 
from  the  tenth  of  June  to  the  tenth  of  July,  we  issue  permits  or 
licenses,  if  the  city  or  town  so  desires.  We  are  particular  where 
fireworks  are  manufactured.  If  it  isn't  the  proper  type  of  plant,  we 
don't  permit  them  to  manufacture  fireworks  in  the  particular  lo- 
cality.   Those  are  state  laws  that  we  have. 

Chairman  Williams:  Thank  you,  Mr.  Garrity!  Please  convey 
to  the  Governor  our  appreciation  for  his  interest. 

Dr.  Shea,  the  Health  Officer  of  Bridgeport,  Connecticut,  is  here. 
Won't  you  say  a  word,  Doctor? 

Dr.  Shea:  Bridgeport  in  1930  passed  an  ordinance  prohibiting 
the  sale  and  the  discharge  of  fireworks  within  the  city  limits.  We 
have  been  hampered  considerably,  as  Mr.  Avirett  has  said,  by  the 
small  towns  on  the  outskirts  selling  fireworks.  But  the  good  results 
of  our  work  have  been  noticeable.  In  1929,  we  had  74  accidents 
due  to  fireworks  and  we  used  55,500  units  of  tetanus  antitoxin.  In 
1930,  we  had  211  fireworks  accidents  and  we  used  147,100  units  of 
tetanus  antitoxin.  In  1931,  after  the  passage  of  this  ordinance,  we 
had  7  accidents  and  we  used  6000  units.  In  1932,  1933,  1934  and 
1935,  we  had  on  an  average  not  more  than  4  or  5  accidents.  In 
1933,  we  had  3  accidents  and  we  used  6000  units.    In  other  words, 
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there  were  but  two  people  who  required  the  use  of  tetanus  antitoxin 
that  year.  Up  to  1930,  we  had  four  doctors  on  duty  taking  care  of 
victims  of  fireworks  accidents,  that  is,  from  the  first  of  July  until 
the  fifth  of  July.  We  also  had  to  have  three  ambulances  standing 
by  continually.  Since  that  time,  the  one  doctor  on  duty  has  been 
able  to  take  care  of  all  the  cases  resulting  from  such  accidents. 

We  hear  a  great  deal  about  regulation.  I  am  a  firm  believer  in 
it.  In  Bridgeport,  we  allow  organizations  or  communities  to  have 
displays,  but  they  are  under  license  and  the  fireworks  are  handled 
by  experts  in  that  line.  As  a  result,  we  have  very  few  accidents.  I 
hope  it  will  only  be  a  short  while  before  some  sort  of  regulation 
prohibiting  the  indiscriminate  sale  of  fireworks — not  only  state- 
wide but  perhaps  nationwide — will  be  put  into  effect,  because  I 
think  anyone  can  celebrate  the  Fourth  of  July,  be  just  as  patriotic 
as  the  fellow  in  the  next  town,  without  firing  off  firecrackers  or  other 
fireworks. 

Chairman  Williams:  I  want  to  introduce  Mr.  Harry  B.  Crow- 
ley, Chairman  of  the  Monroe  County  Eye  Conservation  Committee 
and  Chairman  of  Monroe  County  Child  Welfare  Board.  Mr. 
Crowley  was  formerly  a  member  of  the  State  Assembly. 

Mr.  Crowley:  It  was  my  privilege  and  great  honor  to  serve 
with  both  the  distinguished  gentlemen  you  mentioned  a  little  while 
ago.  Mr.  Smith  was  then  Governor  and  Mr.  Wagner  was  leader  of 
the  minority  in  the  upper  house.  The  members  of  the  present  Legis- 
lature, and  I  believe  of  every  other  Legislature  we  have  had  or  will 
have,  are  sensitive  to  the  necessity  for  safety  of  the  citizens  of  the 
state.  If  that  sentiment  is  properly  aroused  and  properly  organized 
and  is  on  a  good,  sound,  sensible  basis,  we  cannot  fail  in  securing 
the  support  of  our  legislators. 
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Ellice  M.  Alger,  M.D.,  Chairman 

Chairman  Alger:  Ladies  and  Gentlemen :  It  may  be  wise  for 
me  to  explain  how  I  happen  to  be  presiding  over  this  meeting.  As 
our  president  is  in  South  Africa — I  expect  having  a  very  good  time 
with  his  grandchildren — and  our  vice-presidents,  Dr.  Park  Lewis, 
Mr.  Russell  Tyson,  and  Mr.  Preston  S.  Millar,  are  unable  to  be 
present  this  afternoon,  I  am  pinch-hitting  as  chairman  of  this  meet- 
ing, and  welcome  you  in  the  name  of  the  Society. 

Our  first  speaker  is  a  lady  who  has  been  one  of  the  Honorary 
Vice-Presidents  of  this  organization  for  a  great  many  years.  We 
called  on  her  a  great  many  times  and  she  has  never  failed  us.  She 
has  been  an  inspiration  to  thousands  of  people  not  only  among 
those  who  have  no  sight,  but  among  those  who  have  sight.  We 
have  always  honored  her  for  her  courage  and  admired  her  for  her 
achievement,  but  we  love  her  for  herself. 

Miss  Helen  Keller:  It  is  always  a  pleasure  to  come  to  your 
prevention  of  blindness  meetings  because  I  have  a  comforting  sense 
of  progress  in  a  troubled  world. 

The  pessimists  tell  us  there  is  no  escape  from  another  terrible 
war  and  that  there  is  little  hope  of  our  perpetuating  present-day 
civilization;  in  a  word,  we  are  facing  another  long  stretch  of  dark 
ages.  But  I  remember  how  Jeremiah,  the  gloomiest  prophet,  while 
he  foretold  ruin  for  Israel,  held  onto  a  nice  piece  of  real  estate, 
thinking  things  might  not  be  so  bad  after  all.  Even  so  let  us  hold 
onto  our  cause  and  our  faith  that  there  will  be  still  more  eyes  with 
light  in  them.  Let  us  face  the  prophetic  night,  threats  of  the  foe, 
the  press  of  the  tempest,  and  push  further  in  every  field  of  effort 
and  prevention.  The  reward  of  the  struggle  is  immense  and  man's 
cry  for  light  will  nerve  us  to  greater  endeavor.  Enlisted  in  the 
fight  since  science  showed  us  how  to  save  human  eyes,  we  have  seen 
too  many  barriers  broken  down,  too  many  victories  won,  to  let  dis- 
couragement bandage  our  eyes.  Thank  God,  we  have  a  noble  cause 
for  our  buckler  that  is  mightier  than  the  sword — striving  to  keep 
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man's  heritage  which  God  hath  planted  in  the  eye.  Whatever 
happens,  we  can  labor  in  a  brave  today  and  pray  for  a  light-filled 
tomorrow. 

Chairman  Alger:  The  next  speaker  is  Mrs.  Winifred  Hath- 
away, whom  you  heard  Mr.  Carris  in  his  opening  remarks  speak  of 
as  having  been  in  the  service  of  the  Society  a  great  many  years. 
Some  of  the  most  valuable  work  of  the  Society  has  been  almost  en- 
tirely hers,  for  instance,  the  study  of  sight-saving  classes,  the  work 
of  sight-saving  classes,  has  been  entirely  hers. 

While  I  was  presiding  over  a  meeting  yesterday  afternoon,  one 
of  the  speakers  whom  I  have  always  thought  of  as  one  of  the  older 
ophthalmologists,  embarrassed  me  quite  a  little  by  reminding  me 
he  was  one  time  a  pupil  of  mine.  I  hope  I  won't  embarrass  Mrs. 
Hathaway  by  saying,  in  many  respects,  we  are  all  pupils  of  hers. 


Looking  Forward 

Winifred  Hathaway 

Associate  Director,  National  Society  for  the  Prevention  of  Blindness 

There  is  an  old  saying,  "Something  accomplished,  something 
done,  has  earned  a  night's  repose. "  From  a  summary  of  the  work 
of  the  National  Society  for  the  Prevention  of  Blindness  during  the 
past  year,  you  who  are  its  members,  or  you  who  are  participating 
in  any  way,  directly  or  indirectly,  in  this  great  undertaking  of  pre- 
venting blindness  and  conserving  sight,  may  feel  that  you  have, 
indeed,  earned  a  night's  repose.  There  is,  perhaps,  no  better  anti- 
dote against  insomnia  than  this  sense  of  satisfaction  in  accomplish- 
ment. But  to  wake  up  in  the  morning  in  the  same  frame  of  mind 
is  likely  to  be  fatal.  It  is  a  new  day,  a  new  year  that  greets  us,  full 
of  new  responsibilities  and  new  opportunities.  Accomplishments 
that  are  past  must  take  their  place  as  building  stones  of  the  new 
era.  The  spirit  of  looking  forward,  rather  than  backward,  must 
permeate  each  new  effort. 

Together,  then,  we  look  forward  to  the  time  when,  because  of 
adequate  and  efficient  prenatal  care,  every  child  will  be  born  free 
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from  the  taint  of  transmissible  disease  that  might  then  or  later 
jeopardize  his  power  to  see.  We  look  forward  to  the  time  when 
education  for  eye  health  will  be  so  comprehensive  and  so  general 
that  we  shall  never  see,  in  the  adult  population,  a  cross-eyed  person 
or  one  suffering  from  other  eye  difficulties  that  might  have  been 
prevented  or  corrected  in  childhood. 

Some  of  us  have  been  fortunate  enough  to  watch  the  miracle 
accomplished  by  the  skilled  fingers  of  the  plastic  surgeon  in  restor- 
ing, as  nearly  as  possible  to  its  original  contour,  a  face  that  has  been 
injured,  sometimes  beyond  recognition,  by  a  Fourth  of  July  ac- 
cident, a  laboratory  explosion,  the  fortunes,  or  rather,  the  mis- 
fortunes, of  war,  or  the  hazards  of  modern  industry.  Are  not  those 
who  help  in  any  way  to  prevent  such  tragedies  also  miracle  work- 
ers? We  look  forward  to  the  time  when  a  safe  and  sane  Fourth  of 
July  will  no  longer  be  a  mockery,  but  an  actuality;  when  war  will 
cease ;  when  accidents  in  industry  will  be  prevented  at  their  source. 

We  look  forward  to  the  time  when  our  school  systems  will  rec- 
ognize to  the  full  their  responsibility  for  keeping  the  sight  of  chil- 
dren normal  by  adequate  medical  examination  and  follow-up  care ; 
by  providing  such  physical  surroundings  and  such  educational 
media  with  which  to  work  that  the  sight  and  the  general  health  of 
the  pupils  will  be  safeguarded. 

I  hold  in  my  hand  a  small  instrument  which  might  be  called  a 
miracle  of  electrical  engineering  in  making  it  possible  to  put  the 
photoelectric  cell  to  work  to  measure  illumination.  It  reacts  only 
to  light  and  may  be  either  a  pretty  toy,  or  a  potent  factor  in  edu- 
cating people  to  realize  that  they  may  learn  to  evaluate  illumina- 
tion in  terms  of  their  own  needs  as  part  of  their  educational 
experiences. 

We  look  forward  to  the  time  when  every  teacher  will  recognize 
that  she  has  certain  definite  responsibilities  in  this  safeguarding 
program  which  she  must  understand  before  she  can  undertake 
them.  One  of  these  is  that  sight  is  the  highroad  of  educational  ap- 
proach to  the  brain,  and  one  of  her  first  duties  is  to  make  every 
effort  to  see  that  this  highroad  is  kept  open  for  traffic. 

We  look  forward  to  the  time  when  teacher-training  institutes  will 
so  fully  assume  their  responsibility  that  no  teacher  will  be  per- 
mitted to  graduate  without  the  fundamental  equipment  necessary 
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to  enable  her  to  understand  and  to  meet  her  obligations  for  conserv- 
ing the  eye  health  of  those  who  will  come  under  her  care. 

We  look  forward  to  the  time  when  nursing  training  schools  will, 
likewise,  equip  those  who  must  assume  their  full  share  of  this  ob- 
ligation for  that  service  which  they,  as  nurses,  are  most  capable  of 
rendering. 

We  look  forward  to  the  time  when  every  school  system  will  ac- 
cept its  responsibility  for  providing  educational  opportunities  for 
children  with  seriously  defective  vision  so  that  they  may  compete 
with  the  normally  seeing;  when  present  and  future  sight-saving 
classes  will  open  their  doors  to  children  in  need  of  temporary  help 
in  adjustment,  children  who  have  undergone  eye  operations  or  who 
are  taking  a  course  of  eye  treatment  or  eye  training  that  makes 
adjustment  in  a  regular  grade  difficult,  if  not  impossible,  and  chil- 
dren whose  eyes  have  been  temporarily  affected  by  some  general 
disease,  such  as  measles.  But  we  look  forward  to  the  more  distant 
future  when,  because  of  medical  and  scientific  advances  and  the  co- 
operation of  people  in  taking  advantage  of  this  progress,  sight- 
saving  classes  and  classes  in  schools  for  the  blind  will  no  longer 
be  needed. 

Yesterday  we  heard  Miss  Amy  Smith  tell,  in  a  very  simple,  al- 
most naive,  way,  just  as  though  she  were  not  speaking  of  miracles 
but  of  everyday  occurrences,  of  601  patients  in  the  Massachusetts 
Eye  and  Ear  Infirmary  whose  sight,  as  she  expressed  it,  was  being 
held.  Held  from  what?  From  falling  over  the  edge  of  a  chasm  of 
darkness,  not  only  physical  darkness,  but  the  darkness  of  the  ac- 
companying emotional  and  economic  despair.  Six  hundred  and  one 
people  suffering  from  just  one  type  of  eye  difficulty,  glaucoma, 
which  inevitably  leads  to  blindness  unless  adequate  medical  care 
is  given  to  keep  it  under  as  great  control  as  is  humanly  possible! 
The  "one  "  indicates  that  Miss  Smith  did  not  quote  round  numbers, 
but  actual  figures.  Somehow  that  "one"  makes  the  narrative  so 
human.  That  "one  "  might  have  been  one  of  us.  She  explained  how 
the  sight  of  this  group  is  being  held.  Continual  medical  care  is 
absolutely  necessary  but,  because  of  the  absence  of  pain  in  the  great 
majority  of  cases,  and  because  the  vision  usually  fails  very  gradu- 
ally, the  patient  is  all  too  apt  to  discontinue  treatment  until  it  is 
too  late.    To  insure  this  continued  medical  care,  she  explained  that 
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there  must  be  adequate,  efficient,  social  service  to  keep  contact 
between  physician  and  patient,  to  explain  painstakingly,  and  often 
repeatedly,  the  necessity  for  continuing  treatment  and  for  following 
instructions.  We  look  forward  to  the  time  when  every  clinic  will 
have  not  only  the  possibility,  but  the  reality,  of  such  medical  social 
service  for  every  patient  needing  it. 

But  the  acolyte  is  likely  to  be  impatient  of  things  that  are  to  be. 
He  is  looking  for  something  more  concrete,  more  immediate,  and 
fortunate  indeed  is  the  prognosticator  who  can  promise  him  the 
real  help  which  Father  Schwitalla  is  about  to  give.  We  have  just 
heard  Helen  Keller  (she  has  many  degrees  and  titles,  but  being 
unique,  she  needs  none  of  them)  demonstrate  the  acquisition  of 
speech  through  almost  superhuman  effort — her  own  and  that  of  the 
friend  and  teacher  whose  name  will  ever  be  linked  with  hers,  Anne 
Sullivan  Macy.  Father  Schwitalla  will  demonstrate  speech  as  a 
fine  art,  vibrant  with  meaning.  He  is  the  dean  of  the  Medical 
School  of  St.  Louis  University.  But  he  is  much  more  than  that: 
he  is  a  scientist,  a  thinker,  and  a  teacher.  But  even  with  all  these 
attributes,  he  might  not  be  able  to  give  that  promised  help  were  he 
not  also  a  personality  reaching  out  to  touch  the  lives  of  hundreds 
of  thousands  of  people,  believing  that  he  can  best  help  humanity 
by  helping  it  to  help  itself.  Not  to  know  Father  Schwitalla  is  to 
argue  oneself  unknown,  and  since,  doubtless,  no  one  in  the  audience 
wishes  to  be  included  in  this  category,  I  present  Father  Schwitalla. 


Scientific  Advance  and  Welfare  Programs  in  Sight  Saving 

Alphonse  M.  Schwitalla,  S.J. 

Dean  of  the  St.  Louis  University  School  of  Medicine 

The  intellectual  wealth,  which  the  scientific  age  in  which  we  think 
we  are  living  has  amassed,  can  be  capitalized  for  the  betterment  of 
mankind  only  if  these  accumulated  assets  are  converted  into  work- 
ing funds.  No  man  of  thought  can  seriously  question  the  enormous 
importance  of  accumulating  truth.  A  broader  understanding  of 
nature,  a  deeper  penetration  into  her  mysteries — truth — is  an  end 
worth  achieving  for  its  own  sake  as  well  as  for  the  intellectual 
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gratification  which  it  affords  the  student.  Nevertheless,  from  the 
viewpoint  of  the  socially  minded,  from  the  viewpoint  of  the  zealous 
worker,  the  thought  need  hardly  be  stressed  that  scientific  knowl- 
edge must  be  translated  into  effective  programs,  and  these  in  turn 
into  social  action,  if  knowledge  is  to  subserve  the  effective  better- 
ment of  mankind.  The  three  stages — knowledge,  programs,  action 
— are  the  steps  by  which  mankind  must  progress.  Action  without 
programs  is  nothing  but  helter-skelter  activity;  programs  without 
preceding  knowledge  are  nothing  but  casual  velleities.  On  the 
other  hand,  programs  based  on  solid  knowledge  lead  to  solidifica- 
tion of  effort  and  this  in  turn  to  social  achievement. 

On  a  theoretical  level,  it  is  little  short  of  a  truism  to  say  that 
social  programs  cannot  be  effective  unless  they  are  based  upon 
scientific  knowledge.  In  the  practical  carrying  out  of  each  day's 
work,  however,  in  the  everyday  planning  which  we,  individually, 
and  welfare  groups,  collectively,  do  for  our  own  betterment  and  the 
betterment  of  our  fellowmen,  it  is  not  rare  to  find  explicitly  or  im- 
plicitly a  disregard  of  the  fundamental  principle.  Stranger  still,  we 
find  that  sometimes  programs  are  effective  even  though  they  are 
not  based  upon  carefully  considered  and  fully  understood  scientific 
knowledge.  And  lastly,  there  is  a  vast  mass  of  scientific  knowledge 
which  has  not  as  yet  been  introduced  into  our  social  planning  for 
any  one  of  many  reasons,  either  because  of  the  social  lag  by  reason 
of  which  society  can  move  forward  less  rapidly  than  the  individual 
thinker,  or  because  it  takes  time  for  the  knowledge  of  the  library 
and  the  laboratory  to  filter  down  among  the  masses,  or  because  the 
nature  of  our  scientific  knowledge  may  be  in  fields  so  remote  and 
recondite  that  they  seem  too  far  removed  from  the  social  interests 
of  everyday  life. 

Surely  each  one  of  us  could  adduce  instances  in  great  number  to 
illustrate  each  one  of  the  various  explanations  here  suggested  for 
the  discrepancy  between  scientific  knowledge  and  social  applica- 
tions. In  our  own  private  lives,  it  is  but  rare  that  conduct  always 
follows  intellectual  conviction  and  ascertained  truth.  We  struggle 
hard  enough  in  our  self-discipline  to  harmonize  thought  and  action, 
aspiration  and  practical  ambition,  truth  and  goodness.  Even  in 
areas  of  conduct  in  which  morality  is  per  se  not  involved,  we  fail 
to  realize  what  the  light  of  our  mind  has  shown  us  to  be  a  well  di- 
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rected  course  of  activity.  At  other  times,  we  deliberately  grope  in 
twilight  and  darkness  when  we  might  as  well  and  just  as  easily,  and 
surely  more  effectively,  move  forward  in  the  bright  light  of  our 
understanding.  On  still  other  occasions  we  strive,  without  knowing 
how,  to  be  successful  in  finding  the  inspiration  and  action  that  lies 
hidden  in  the  dawning  half-light  of  our  knowledge. 

If  all  of  these  things  are  true  about  ourselves  individually,  they 
are  true,  with  pressing  emphasis,  of  the  activities  of  society.  Here, 
again,  we  may  give  instances  to  drive  home  the  point.  We  have 
accumulated  vast  stores  of  knowledge  about  the  plasticity  of  child- 
hood, about  the  susceptibility  of  the  infant's  mind,  about  unrealized 
importance  of  individual  differences,  about  the  interplay  between 
the  organism  and  its  environment  and  the  effect  of  the  latter  upon 
the  former,  yet  our  educational  processes  still  exhibit  phenomena 
which  are  explainable  only  in  terms  of  an  older  psychology,  and 
which  can  in  no  way  be  harmonized  with  the  psychology  of  today. 
By  reason  of  their  inertia,  educational  processes  are  still  prone  to 
continue  along  an  initiated  path.  We  have,  it  is  true,  in  many 
cases,  changed  the  form  without  changing  the  substance  within  the 
form.  By  a  strange  tolerance  for  psychological  paradox,  we  some- 
times still  teach  the  newer  knowledge  by  older  methods  which,  in 
their  very  teaching,  contradict  in  action  what  we  are  conveying  by 
thought  and  word.     It  would  lead  too  far  to  labor  the  point. 

To  turn  to  another  of  the  social  phenomena  in  illustration  of  our 
meaning,  we  may  instance  the  situation  confronting  us  in  St.  Louis 
during  the  recent  encephalitis  epidemic.  The  people  were  clam- 
oring for  protection  despite  the  rare  poise  of  the  citizens  in  the 
face  of  the  mysterious  threat  of  the  disease.  Everyone  yearned  for 
specific  directions  for  avoiding  the  danger  of  infection.  The  edu- 
cation of  St.  Louisians  was  tested.  The  letters  from  the  people  in 
the  press  showed  a  surprising  grasp  of  the  principles  concerning  the 
avoidance  of  communicable  diseases  and  the  fundamental  view- 
points of  immunology.  Even  some  of  the  more  recondite  aspects 
of  virus  diseases  were  shown  to  be  the  rather  common  mental  pos- 
session of  ever  so  many  of  our  people.  They  pleaded  with  the 
health  department  and  with  those  who  had  the  control  of  the  epi- 
demic in  hand  for  some  policy  which  could  effectively  immunize  the 
individual  or  at  least  protect  him  from  consequences  once  the 
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disease  had  made  its  inroad  in  a  family  or  in  a  group.  What  pro- 
gram could  be  suggested?  The  welfare  agencies  and  the  health 
department,  even  the  universities  and  the  research  laboratories, 
were  necessarily  at  a  loss.  It  was  easy  enough  to  give  directions  to 
avoid  crowds  but  what  reason  could  be  given  for  such  advice  in  the 
face  of  the  fact  that  in  only  about  five  instances  two  members  of 
the  same  family  had  taken  ill  with  the  disease.  It  was  easy  to 
advise  the  people  to  preserve  their  vitality  but  what  reason  could 
be  given  for  such  advice  in  the  face  of  the  fact  that  seemingly  the 
healthiest  and  strongest  succumbed  while  the  weak  and  even  the 
aged  survived?  Advice  had  to  be  general  and  non-specific  for  the 
simple  reason  that  knowledge  was  not  available  upon  which  to  base 
such  advice.  Even  after  confirmation  of  the  virus  character  of  the 
disease  had  been  established,  the  scientist  as  well  as  the  welfare 
worker  was  at  a  loss  in  attempting  to  formulate  a  program,  for  the 
mode  of  transmission  was  still  a  mystery  much  as  it  is  even  to  this 
day.  The  laboratories  were  working  feverishly  in  the  search  for  the 
hidden  cause,  while  the  welfare  groups  stood  by  breathlessly  await- 
ing the  moment  when  they  might  bring  the  co-operative  force  of 
personnel  and  facilities  to  play  upon  effective  preventive  measures. 

One  cannot  but  think  back  to  the  early  days  of  the  Panama 
Canal,  and  contrast  the  general  and  non-specific  directions  for  pres- 
ervation from  yellow  fever  and  malaria  with  the  definite  and  spe- 
cific directions  given  towards  the  end  of  the  project  and  still  given 
to  this  day. 

And  so  instances  might  be  multiplied.  We  might  call  upon  the 
fields  of  economics,  of  genetics,  of  sociology,  for  numerous  other 
illustrations  of  the  principles  involved  in  this  discussion.  Suffice  it 
to  say  that  all  of  these  would  proclaim  with  emphatic  stress  that 
effective  programs  can  be  based  only  upon  definite,  clear  and  care- 
fully applied  knowledge. 

Turning  now  to  the  special  field  in  which  we  are  interested,  we 
may  be  permitted  a  few  generalizations.  First  and  foremost,  it  is 
a  matter  of  considerable  satisfaction  that  our  scientific  knowledge 
of  the  organ  of  sight  is  relatively  complete  and  satisfactory.  Its 
structure  is  fairly  well  known,  its  function  perhaps  equally  so.  No 
one  would,  of  course,  be  foolhardy  enough  to  say  that  all  its  mys- 
teries have  yielded  to  the  searching  investigations  of  the  scientist. 
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But  the  normal  eye  presents  for  our  study  an  organ,  the  explana- 
tion of  whose  functioning  is  consistent  and  gratifying.  There  are 
problems,  some  of  them  involved  in  the  broader  mysteries  of  biol- 
ogy, others  specific,  for  this  particular  organ.  We  should  like  to 
know  how  the  stimulation  of  the  light  wave  becomes  a  nerve  im- 
pulse; how  the  effort  to  focus  is  followed  by  ever  so  many  details 
of  accommodation ;  how  the  embryological  processes  fashion  this 
mysterious  instrument  which,  despite  its  delicacy,  is  the  one  solid 
bridge  between  outer  reality  and  inner  consciousness;  how  the 
retinal  image  is  transmitted  into  the  imaginative  picture  and  this 
in  turn  into  the  mental  image.  Every  one  of  us  could  enumerate 
mysteries  without  end;  but,  after  all,  the  general  lines  along  which 
our  explanations  must  be  sought  have  already  been  pointed  out. 
The  theories  of  light,  our  knowledge  of  lenses,  our  understanding, 
rudimentary  though  it  is,  of  the  biochemistry  of  tissues — all  this 
and  much  more  have  shown  us  the  directions  in  which  we  must 
travel  to  reach  the  horizons  of  our  knowledge  and  with  scientific 
boldness  proceed  confidently  into  the  twilight  zone. 

The  deeper  our  insight  into  the  processes  of  vision  the  more  we 
understand  the  relation  of  the  eye  to  the  general  health.  We  have 
learned  to  have  the  deepest  respect  for  the  overlapping  fields  of  in- 
terest of  the  otolaryngologist  and  the  ophthalmologist.  We  have 
learned  to  appreciate  the  structural  cells  and  the  functional  rela- 
tionships of  the  sinuses  and  the  nasal  cavity  to  the  eye,  not  to  speak 
of  the  relationships  between  the  closely  associated  nerve  fibers. 
Even  more  has  science  unlocked  for  us  an  understanding  of  the 
bearing  which  the  general  health  has  upon  the  proper  functioning 
of  the  eye.  We  are  even  now  making  the  study  of  the  eye,  casual 
though  it  must  be,  a  part  of  every  physical  examination.  Progress, 
too,  has  been  gratifying  in  the  relationships  between  vision  and  dis- 
turbed psychology.  Subjective  symptoms  or  symptoms  arising 
from  pathological  neurology  have  been  studied  with  the  deepest 
interest  in  their  bearing  upon  our  field. 

All  this  being  so,  does  it  not  seem  most  important  to  safeguard 
the  health  of  the  public  by  a  deeper  education  in  the  significance 
of  vision  and  its  defects  so  that  the  public  may  have  the  fullest 
measure  of  protection  from  those  who  have  undertaken  to  care  for 
the  most  indispensable  of  our  sense  organs? 
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What  our  social  program  should  be  in  the  face  of  our  knowledge 
concerning  cataract  has,  of  course,  been  frequently  enough  dis- 
cussed. A  disease  which  causes  from  11  to  15  per  cent  of  our  blind- 
ness, the  percentage  differing  in  different  sections  of  the  country, 
certainly  merits  the  most  careful  consideration.  That  we  are  deal- 
ing with  a  metabolic  disease  having  a  constitutional  component, 
seems  clear  enough.  But  even  now  we  are  approaching  some  meas- 
ure of  assurance  regarding  the  conclusion  that  cataract  is  not  so 
much  a  disease  entity,  in  the  old  accepted  meaning  of  that  term, 
but  rather  a  symptom  of  an  underlying  organic  condition  or  con- 
ditions. As  such,  its  causation  may  be  manifold.  Whatever  dif- 
ferences of  opinion  may  be  developing  about  this  matter,  it  is  still 
abundantly  clear  that  cataract  may  at  times  and  in  certain  cases 
be  either  directly  or  indirectly  inheritable,  at  other  times  and  in 
other  cases  it  may  originate  as  it  were  de  novo,  without  any  apparent 
reference  to  inheritance.  Even  in  this  latter  interpretation,  to  be 
sure,  there  may  still  be  the  influence  of  the  inheritance  of  general 
characteristics.  In  other  words,  cataract  as  a  symptom,  may  have 
in  different  individuals  a  very  diverse  etiology.  What  complexities 
such  a  scientific  basis  introduces  into  welfare  programs  for  the  pre- 
vention of  this  disease  need  not,  surely,  be  pointed  out  to  a  group 
such  as  this  one. 

Similar  considerations,  although  with  stress  upon  different 
phases,  are  probably  entirely  to  the  point  with  reference  to  glau- 
coma. Although  its  specific  causation  is  still  hidden  from  us,  we 
cannot  but  regard  it  as  constitutional  in  its  foundation  and  im- 
mediately associated  with  changes  in  the  circulatory  system.  Ob- 
viously, however,  we  are  far  from  clear  upon  this  point,  whether 
the  development  of  the  disease  is  really  dependent  upon  the  circu- 
latory changes  or  whether  the  changes  in  the  circulatory  system  and 
in  the  eye  ball  are  merely  parallel  changes  resulting  from  the  same 
cause. 

Trachoma,  on  the  other  hand,  is  assumed  to  be  a  virus  disease. 
In  saying  this,  we  are,  of  course,  simply  inviting  an  audience  to 
come  into  the  half-light  of  scientific  thought,  where  opinions  are 
still  shadowy  and  where  one  must  battle  not  only  positive  ignor- 
ance, but,  what  is  much  more  difficult,  the  half-definite  suspicions 
of  the  laboratory  worker.  The  transmissibility  of  trachoma  by  con- 
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tagion  and  infection  in  some  way  is  definitely  enough  established 
to  form  the  basis  of  a  well-considered  program  for  its  control.  But 
scientific  findings  concerning  this  disease  are  not  entirely  without 
their  ambiguity.  That  the  development  of  the  disease  depends  to 
some  extent  upon  nutritional  conditions  is  beyond  question.  The 
influence  of  the  butter  fats  as  an  element  in  nutrition  suggests  an 
avitaminosis  as  causative  or  predispositive  in  the  development  of 
the  disease.  Clearly,  if  these  suggestions  are  confirmed,  our  welfare 
programs  with  respect  to  the  prevention  of  the  disease  may  have 
to  undergo  considerable  modification. 

With  respect  to  these,  and  perhaps  similar  diseases,  our  welfare 
programs  must  not  solidify  into  mandates  or  immutable  prescrip- 
tions, but  must  parallel  closely  the  progressive  findings  of  the 
scientific  laboratory.  They  must  not  outrun  the  laboratory,  by 
adopting  welfare  measures  which  are  only  suggested  as  effective, 
but  neither  must  they  lag  behind  the  laboratory  by  excessive  con- 
servatism in  the  face  of  clarifying  knowledge.  Our  present  atti- 
tudes are  based  upon  present  knowledge.  Our  minds,  however,  are 
still  open  and  will  continue  to  be  open,  so  that  programs  may  be 
modified  as  the  findings  of  science  suggest  such  modifications. 

I  would  pause  here  briefly  to  say  a  word  about  the  efficacy  of 
welfare  programs  in  matters  in  which  science  acknowledges  its 
present  inability  to  say  a  final  word.  If  any  one  would  argue  on 
the  basis  of  these  remarks  that  we  might  therefore  just  as  well  dis- 
continue our  programs  with  reference  to  cataract,  glaucoma  and 
trachoma,  his  conclusion  would  far  outrun  the  premises  which  I 
have  presented.  As  a  matter  of  fact,  I  have  said  above  that  fre- 
quently programs  are  effective  even  though  they  are  not  based  upon 
fully  understood  scientific  knowledge.  This  is  true  in  many  fields 
of  social  work.  The  human  race,  fortunately,  despite  its  devotion 
to  science,  is  still  guided  by  a  goodly  influence  known  as  common 
sense.  Besides,  science  itself,  though  it  may  not  always  be  able  to 
give  us  the  full  solution  of  a  problem,  still  affords  us  ample  guidance 
on  the  basis  of  general  conclusions.  And  thirdly,  it  happens  fre- 
quently, and  particularly  in  the  field  of  medicine,  that  approxima- 
tions to  truth  are  effective  guides  for  action.  I  am  tempted  to  pause 
to  illustrate  these  various  assertions  which,  to  a  mind  fond  of  con- 
troversy, may  seem  challenging  enough.    On  the  basis  of  our  good 
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common  sense,  of  general  medical  knowledge  and  of  knowledge  re- 
garding the  specific  diseases  we  are  discussing,  we  can  formulate  a 
program  and  have  done  so,  which  can  bring  about  a  worth  while 
result  in  the  amelioration  of  human  suffering.  Far  from  serving  as 
an  argument  for  the  discontinuance  of  a  welfare  program,  therefore, 
I  believe  that  such  considerations  as  these  should  serve  as  a  stim- 
ulus to  intensify  effort  in  applying  such  programs  as  have  been 
carefully  and  studiously  planned.  Fortunately  for  all  of  us,  science 
is  not  the  only  guide  in  life. 

Since  so  much  of  our  interest  is  devoted  to  the  study  and  the 
prevention  of  these  three  diseases  it  might  not  be  out  of  place  to 
dwell  upon  them  longer. 

The  hereditary  factor  in  glaucoma  and  in  cataract  has  been 
stressed.  Almost  all  the  texts  call  attention  to  the  genealogical 
chains  in  which  the  successive  generations  present  each  a  link  of 
misfortune.  Generalizations  are,  of  course,  easily  made  in  the  face 
of  such  a  situation.  Here,  again,  attention  should  be  called  to  the 
progress  of  science  not  only  in  this  field,  but  in  related  fields.  If 
social  programs  are  based  upon  the  assumed  inevitability  of  these 
eye  conditions,  one  would  easily  be  led  astray  into  serious  exaggera- 
tions. The  student  of  heredity  of  today  cannot  take  the  attitude 
which  the  student  of  a  former  generation  thought  himself  forced  to 
take.  He  no  longer  regards  the  hereditary  processes  as  implacable 
and  tyrannical  in  their  mandates.  To  him  the  hereditary  process 
today  is  not  mandatory,  but  permissive.  He  stresses  the  fact  that 
heredity  confers  capacities,  the  actualization  of  which  is  dependent 
upon  ever  so  many  influences,  many  of  them  largely  or  wholly  en- 
vironmental. Research  here  cannot  take  the  attitude  that  it  is 
confronted  with  an  impregnable  fortress.  Research  here,  too,  must 
storm  the  drawbridge  and  pound  its  way  past  the  closed  doors  to 
enter  into  the  innermost  recesses  of  nature's  secrets. 

In  any  hereditary  process  today  we  see  only  the  operation  of  gen- 
eralized influences  which  yield  to  this  or  that  specific  result,  de- 
pendent upon  the  individual  process  as  it  evolves  the  organism 
under  the  influence  of  the  environment.  Of  course,  what  we  are 
here  saying  in  no  sense  contradicts  the  conclusion  that  the  hered- 
itary factor  in  glaucoma  and  cataract  may  be  dominant.  We  are 
simply  saying  that  even  in  the  face  of  such  a  conclusion  the  student 
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or  the  welfare  worker  who  is  interested  in  the  prevention  of  blind- 
ness need  not  lose  heart.  To  illustrate  the  point,  we  might  call  at- 
tention to  the  great  difficulty  of  finding  a  genealogical  table  in 
which  a  specific  disease,  which  can  potentially  cause  blindness,  is 
traceable  as  an  actual  cause  through  several  generations.  The  mere 
existence  of  blindness  in  successive  generations  would  be  a  proof  of 
hereditary  character  of  blindness  only  if  blindness  were  caused  by 
only  one  disease  or  by  relatively  few  diseases,  depending  entirely 
upon  the  numerical  relationships  existing  between  the  not-blind 
and  the  blind  in  the  same  genealogical  series.  We  seem  here  to  be 
confronted  by  a  condition  analogous  to  that  which  we  find  in  men- 
tal diseases.  That  something  is  inherited  in  such  genealogies  is  ob- 
vious from  the  recurrence  of  mental  disturbances  in  successive 
generations.  The  specific  mental  condition,  however,  in  any  one 
generation  is  usually  not  traceable  to  a  progenitor  with  identically 
the  same  form  of  mental  disturbance.  The  suggestion  obtrudes  it- 
self upon  one's  thinking  that  not  the  specific  disease,  but  some  gen- 
eral condition,  is  transmitted,  which  general  condition  is  specified 
by  circumstances  and  conditions.  The  significance  of  all  of  this  for 
welfare  programs  is  clear  enough. 

A  third  group  of  conditions  affecting  vision  might  merit  a  few 
words  of  comment.  Our  social  programs  with  reference  to  tuber- 
culosis and  syphilis  as  causes  of  eye  disease  have  borrowed  their 
effectiveness  from  the  social  programs  with  respect  to  these  two 
diseases  in  general.  Preventive  programs  in  these  fields  should  be 
directed  towards  the  safeguarding  of  vision  in  all  cases  of  these  two 
general  diseases.  Special  stress  should  be  laid  upon  the  importance 
of  eye  examinations  in  all  tubercular  and  venereal  patients,  not  only 
at  the  time  of  first  diagnosis,  but  frequently  during  the  therapeutic 
process.  It  is  not  enough  to  establish  the  causation  of  an  impend- 
ing blindness  by  these  two  general  diseases.  It  is  much  more  im- 
portant to  preserve  vision  in  those  who  are  afflicted  by  them.  To 
what  extent  entirely  satisfactory  vision  in  such  cases  can  be  pre- 
served and  to  what  extent  also  success  can  be  achieved  in  these 
efforts  may  not  be  fully  known,  but  surely  the  initiation  of  some 
precautions  is  also  justified  by  such  partial  information  as  has  been 
successfully  assembled. 

Quite  otherwise  do  we  proceed  with  the  great  triumph  of  pre- 
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ventive  medicine  dealing  with  ophthalmia  neonatorum.  Since  the 
causation  of  this  disease  is  well  known,  it  became  a  relatively  simple 
matter  to  project  both  medical  and  welfare  programs  for  its  suc- 
cessful eradication.  Supported  as  these  programs  are  by  effective 
legislation,  the  situation  in  the  country  as  a  whole  and  in  many 
foreign  countries  as  well  cannot  but  be  regarded  as  gratifying.  This 
is  a  field  in  which  science  and  welfare  activities  have  celebrated  a 
joint  triumph,  a  triumph  which  has  stimulated  the  preventive 
measures  in  other  fields  as  well. 

Programs  with  reference  to  the  prevention  of  psychologically  or 
educationally  undesirable  conditions  due  to  eyestrain  have  also  be- 
come definite  and  specific,  again  largely  due  to  the  leadership  of 
scientifically  established  facts.  The  spread  of  our  sight  conserva- 
tion classes  has  been  largely  due  to  the  success  which  attended  the 
efforts  of  the  welfare  workers.  A  school  system  cannot  long  hold 
out  against  the  unmistakable  demonstration  of  improved  scholar- 
ship among  the  pupils  of  such  a  school.  In  all  of  these  cases,  and 
similar  ones  which  might  be  adduced,  the  satisfactory  status  of  a 
prevention  welfare  program  is  due  to  the  progress  which  has  been 
made  by  medicine  in  the  study  of  the  basic  disease. 

A  word  might  be  said  concerning  the  new  phases  upon  which  we 
are  entering,  because  of  the  recognition  in  the  Social  Security  Act 
of  the  need  of  aid  to  the  blind.  What  the  effect  of  the  federal  ap- 
propriation of  three  millions  of  dollars  for  the  year  1936  will  be  upon 
a  prevention  program  it  is  probably  too  early  as  yet  to  tell.  For 
this  much,  however,  we  cannot  but  be  grateful — the  interest  which 
this  legislation  has  focused  upon  the  blind  cannot  help  reacting 
favorably  upon  the  public  by  calling  attention  to  the  importance 
of  programs  for  the  prevention  of  blindness  and  the  conservation 
of  vision.  Fortunately  the  Act  provides  for  subsidies  to  aid  in  the 
education  of  the  public  health  officer  and  other  public  health  offi- 
cials. This  provision  is  a  challenge  to  such  organizations  as  ours. 
It  emphasizes  the  need  of  bringing  our  message  and  our  work  to  the 
notice  of  those  who  will  have  in  hand  the  guidance  of  the  people 
towards  a  better  understanding  of  health  in  all  its  phases  for  both 
personal  and  national  betterment.  This  is  not  the  place  for  enter- 
ing upon  a  discussion  of  the  underlying  philosophy  of  the  Act.  We 
are  for  the  moment  not  concerned  with  its  objectives  or  their  legit- 
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imacy,  of  its  mechanisms  and  their  effectiveness,  with  the  wisdom 
or  the  futility  of  its  individual  provisions.  None  of  us  are  prophets 
and  we  can  safely  leave  such  matters  to  the  future,  assured  that 
any  discussion  at  this  moment  will  probably  not  materially  alter 
the  results  of  the  Act.  Only  one  point  I  should  like  to  stress — 
while  the  Act  makes  official  provision  for  aid  to  the  blind,  the  pri- 
vate agencies  will  no  doubt  be  called  upon  directly  or  indirectly  to 
lend  support  to  a  large  national  program  for  national  security. 
Our  responsibilities  are  not  diminished  but  rather  increased  under 
such  legislation.  There  is  put  upon  us  a  still  greater  obligation  to 
meet  the  challenge,  an  obligation  not  only  to  work  but  to  raise,  by 
our  own  endeavors,  the  means  for  the  prosecution  of  that  work. 
In  conclusion,  may  I  hope,  modestly  and  humbly,  to  have  made 
some  little  contribution  not  only  theoretical  but  also  practical  and 
inspirational,  towards  stimulating  ourselves  and  our  entire  asso- 
ciation in  the  work  that  is  ours.  Where  physical  science  and  so- 
ciology intersect,  there  we  are  standing  expectantly  eager  for  sug- 
gestions and  guidance  from  both.  We  translate  their  teachings, 
scan  them  for  interpretation  of  our  areas  of  interest,  transmute  the 
base  metals  or  the  raw  material  they  afford  into  the  precious  treas- 
ures of  human  helpfulness  and  then  bring  solace  to  those  who  are 
afflicted  or  are  threatened  with  affliction.  Or,  to  change  my  meta- 
phor, we  follow  the  explorer  who  presses  forward  with  neither  time 
nor  inclination  to  look  back.  It  is  ours,  however,  to  watch  him  and 
also  to  look  back,  back  upon  those  crowds  of  our  fellow  citizens,  to 
urge  them  onward.  But  whereas  the  explorer  is  content  merely 
with  pointing  out  the  chasms,  it  is  our  duty,  to  gather  up  his  mes- 
sage, and  then  to  warn  men  from  falling  into  those  chasms  of  misery 
and  pain.  We  do  all  this  to  preserve  for  mankind  as  personified  in 
our  fellow  citizens  that  first  gift  of  God  to  man,  given  when  His 
first  word  was  wafted  over  primeval  chaos,  "Let  there  be  light." 
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Influence  of  the  Public  Health  Nurse  in 

Preventing  Blindness  and 

Conserving  Vision 

Dorothy  Deming,  R.N.,  Chairman 

In  introducing  our  speakers  this  morning,  I  think  it  is  the  one 
occasion  on  which  the  National  Society  for  the  Prevention  of 
Blindness  allows  us  to  be  just  as  "farsighted"  as  we  can  without 
any  vision  correction.  Those  who  have  means  with  which  to  do 
things,  I  have  found,  are  usually  the  most  farsighted,  and,  therefore, 
it  seems  fitting  that  we  should  open  our  meeting  with  two  repre- 
sentatives from  the  government  departments,  one  from  the  United 
States  Public  Health  Service  and  the  other  from  the  United  States 
Children's  Bureau,  because  they  are  about  to  launch  something 
that  is  farsighted  and,  we  believe,  they  will  have  the  means  to 
carry  on  more  health  work  than  has  ever  been  possible  in  the  past. 
In  fact,  those  of  us  who  have  watched  public  health  nursing  feel 
that  the  next  year  is  bringing  to  us  greater  opportunities  than  we 
have  ever  had  before. 


Public  Health  Nursing  Under  the  Social  Security  Act 

Pearl  Mclver,  R.N. 

Public  Health  Nursing  Consultant,  United  States  Public  Health  Service 

In  one  of  the  addresses  which  President  Roosevelt  made  during 
the  early  part  of  his  administration,  he  said  "Among  our  objectives, 
I  place  the  security  of  men,  women  and  children  first."  The  Social 
Security  Act  is  a  step  towards  the  achievement  of  economic  and 
social  security.  The  opening  paragraph  of  the  Act  defines  its 
purposes  thus :  "To  provide  for  the  general  welfare  by  establishing 
a  system  of  federal  old-age  benefits,  and  by  enabling  the  several 
states  to  make  more  adequate  provision  for  aged  persons,  dependent 
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and  crippled  children,  maternal  and  child  welfare,  public  health,  and 
the  administration  of  their  unemployment  compensation  laws." 

It  is  gratifying  to  those  of  us  who  are  primarily  interested  in 
public  health  to  know  that  this  group  of  influential  citizens  who 
were  appointed  by  the  President  to  study  the  economic  and  social 
security  problems  of  the  country  considered  public  health  a  neces- 
sary part  of  the  social  security  program. 

The  public  health  title  of  the  Act  is  to  be  administered  by  the 
United  States  Public  Health  Service.  The  first  section  of  this  title 
authorizes  Congress  to  make  an  annual  appropriation  of  $8,000,000 
to  be  allocated  to  the  several  states  and  territories  for  the  purpose 
of  assisting  in  the  establishment  and  maintenance  of  adequate 
public  health  services.  The  allotment  to  the  states  will  be  made 
by  the  Surgeon  General  of  the  Public  Health  Service  after  consulta- 
tion with  the  Conference  of  State  and  Territorial  Health  Author- 
ities. The  allotment  will  be  made  on  the  basis  of  population,  the 
special  health  problems,  and  the  financial  needs  of  the  respective 
states  and  territories. 

After  the  annual  conference  with  the  state  and  federal  health 
officers  last  June,  the  Surgeon  General  made  a  tentative  plan  for 
the  distribution  of  the  Social  Security  funds  and,  according  to 
these  plans,  about  20  per  cent  of  the  total  appropriation  (that  is, 
20  per  cent  of  the  $8,000,000,  if  Congress  appropriates  the  whole 
sum)  will  be  distributed  among  the  states  on  the  basis  of  economic 
needs.  From  this  allotment  every  state  will  get  about  $8,000  or 
5  per  cent  of  the  total,  because  it  is  felt  that  every  state  has  certain 
economic  needs  at  the  present  time.  The  remaining  15  per  cent 
will  be  distributed  according  to  the  average  per  capita  income  per 
state.  Per  capita  income  was  chosen  as  the  fairest  means  of  de- 
termining the  economic  needs  of  the  states  and  the  top  fourth, 
that  is,  the  fourth  of  the  states  which  have  the  highest  average  per 
capita  income,  will  get  none  of  this  IS  per  cent,  and  the  remaining 
three-fourths  of  the  states  will  share  in  accordance  with  their 
economic  needs.  In  checking  over  the  states,  it  appears  that  12 
states  will  get  nothing  and  20  states  will  get  $20,000  or  more  from 
this  fund. 

The  greater  portion  of  the  appropriation  (67*4  per  cent)  will  be 
divided  among  the  states  according  to  population.    The  states  that 
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have  the  largest  population  will,  of  course,  get  the  most  money. 
The  allotment  on  the  basis  of  economic  needs  will  not  need  to  be 
matched  by  the  states,  but  the  amount  which  is  to  be  allocated  to 
the  states  on  the  basis  of  population  will  have  to  be  matched  by 
existing  or  new  health  appropriations. 

The  allotment  made  on  the  basis  of  special  health  problems  is 
divided  into  two  parts,  because  the  training  of  personnel  is  con- 
sidered to  be  one  of  the  special  health  problems.  Those  states 
which  need  more  personnel  will,  of  course,  get  more  of  the  money 
allotted  for  the  training  of  personnel  than  will  the  states  which 
have  less  need  in  that  line.  The  other  special  health  problems  are 
such  problems  as  malaria  control,  typhoid  fever  in  some  sections, 
typhus,  industrial  hygiene  hazards,  tuberculosis  or  any  health 
problem  which  is  unusually  important  to  a  certain  state.  About 
ten  per  cent  of  the  total  appropriation  will  be  allocated  to  the 
states  on  the  basis  of  special  health  problems  of  this  type,  and  that 
money  will  have  to  be  matched. 

Of  the  total  appropriation,  12^2  per  cent  will  be  set  aside  for  the 
training  of  personnel.  The  money  allotted  to  a  state  for  training 
of  personnel  will  not  need  to  be  matched. 

Federal  aid  for  the  promotion  of  local  health  work  is  not  a  new 
departure  in  the  Government.  Financial  assistance  has  been  given 
to  a  number  of  states  during  the  past  and  the  plans  and  objectives 
under  the  former  appropriations  were  similar  to  the  plans  for  the 
expenditure  of  the  public  health  funds  under  Social  Security. 
However,  the  amounts  available  during  the  past  were  entirely 
inadequate  to  meet  existing  needs. 

Whether  the  amount  that  is  authorized  in  the  Social  Security 
Act  is  adequate  will  remain  to  be  seen.  The  words  "adequate 
public  health  service"  are  mentioned  in  the  Act  itself.  The  state 
and  territorial  health  officers  defined  the  minimum  requirements 
for  a  local  health  service,  which  may  be  considered  adequate. 
The  minimum  requirements  for  an  adequate  local  health  depart- 
ment are  as  follows: 

1.  A  department  which  is  under  the  direction  of  a  wholetime 
health  officer.  The  department  may  be  organized  on  a 
county,  district  or  city  basis,  depending  on  the  population  and 
the  area  to  be  served. 
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2.  A  department  that  is  adequately  financed  so  that  there  will 
be  a  sufficient  number  of  medical  assistants,  public  health 
nurses,  sanitarians  and  clerks  commensurate  with  the  needs 
of  the  area  to  be  served. 

3.  A  health  department  that  is  supported  by  suitable  laws  and 
ordinances  and  by  favorable  public  opinion.  Recognition  is 
made  of  the  fact  that  official  health  departments,  as  well  as 
nonofficial  health  agencies,  require  the  support  of  the  lay 
public  and  all  professional  groups  within  the  community  if 
the  work  is  to  progress  as  it  should. 

4.  A  health  department  in  which  all  personnel,  inclusive  of 
health  officers,  nurses,  sanitarians,  meet  the  standard  quali- 
fications recommended  by  the  state  and  territorial  health 
officers. 

This  is  the  first  time  that  the  Conference  of  State  and  Territorial 
Health  Authorities  has  attempted  to  define  the  qualifications  for 
the  various  types  of  workers  in  a  health  department.  The  qualifi- 
cations for  public  health  nurses  are  very  similar  to  those  recom- 
mended by  the  National  Organization  for  Public  Health  Nursing. 
To  go  over  them  briefly,  the  state  and  territorial  health  officers 
recognized  that  a  good  public  health  nurse  must  be  a  graduate 
nurse  who  has:  (1)  Certain  personal  qualifications,  such  as 
good  health,  tact,  keen  interest  in  people,  integrity  and  vision; 

(2)  had  at  least  a  high  school  education  and  possibly  college,  also; 

(3)  had  her  nursing  education  in  a  school  of  nursing  connected  with 
a  hospital  of  at  least  50  beds  which  offered  a  wide  range  of  services* ; 
and  (4)  had  an  academic  year's  course  in  public  health  nursing, 
which  meets  the  requirements  of  the  National  Organization  for 
Public  Health  Nursing  or  two  years'  experience  on  a  staff  which 
offers  adequate  public  health  nursing  supervision. 

The  training  of  personnel  under  the  Social  Security  Act,  insofar 
as  public  health  nursing  is  concerned,  will  be  carried  on  by  the 
existing  public  health  nursing  schools,  if  possible.  These  schools 
will  be  given  first  consideration,  and  new  schools  will  not  be  estab- 
lished unless  the  existing  facilities  are  found  to  be  inadequate. 

Each  state  health  department  has  been  asked  to  estimate  the 
number  of  health  officers,  public  health  nurses  and  sanitarians 

*  The  health  officers  went  even  further  in  that  they  felt  they  should  insist  that  the 
basic  nurse  training  should  include  communicable  disease  and  tuberculosis  experi- 
ence, also. 
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which  will  be  needed  if  Social  Security  funds  become  available. 
The  funds  for  the  training  of  personnel  will  then  be  allocated  to 
the  several  state  health  departments  in  accordance  with  their  own 
estimated  needs.  Each  trainee  will  receive  a  living  stipend,  tuition 
and  traveling  expenses  to  and  from  the  school  to  which  she  is 
assigned.  The  Public  Health  Service  has  recommended  a  slightly 
higher  stipend  for  those  students  who  take  the  whole  academic 
year's  work  than  for  those  who  take  only  one  semester's  work. 
It  is  felt  that  the  student  who  takes  a  whole  year's  work  usually 
has  more  financial  obligations,  insurance,  etc.,  than  the  student 
who  takes  a  shorter  course. 

Undoubtedly,  additional  field  training  facilities  will  be  needed 
and  it  is  the  belief  of  the  Public  Health  Service  that  these  training 
centers  should  be  developed  in  co-operation  with  the  college  or 
university  which  gives  the  theoretical  work  and  that  the  field 
training  should  be  considered  an  integral  part  of  the  regular  course. 

Trainees  or  prospective  trainees  should  make  application  to  their 
respective  state  health  departments  for  training  and  the  applicants 
should  not  be  more  than  thirty-five  years  of  age,  provided  they 
have  not  been  engaged  in  public  health  work  before.  The  age  limit 
does  not  apply  to  those  people  who  have  been  in  the  field  of  public 
health  for  some  time.  It  may  be  necessary  to  develop  one  or  more 
new  courses  for  colored  public  health  nurses.  It  is  hoped  that  the 
other  public  health  nurses  will  be  taken  care  of  by  the  existing 
schools  which  meet  the  standards  recommended  by  the  National 
Organization  for  Public  Health  Nursing. 

In  addition  to  the  money  that  will  be  available  for  the  develop- 
ment of  local  health  work  and  for  the  training  of  personnel,  each 
state  will  be  permitted  to  use  up  to  20  per  cent  of  the  total  amount 
of  federal  funds  available  to  that  state  for  the  strengthening  of  the 
state  health  department. 

The  state  and  territorial  health  officers  described  or  defined  the 
minimum  requirements  for  a  state  health  department  also,  and 
they  are  as  follows: 

1.  The  state  health  department  should  be  under  the  direction 
of  a  qualified,  full-time  health  officer. 

2.  The  state  health  department  should  provide  for  the  adminis- 
trative guidance  of  local  health  services  by  furnishing  quali- 
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fied  consultants  in  public  health  administration,  public 
health  nursing,  sanitation,  maternal  and  child  health,  epidem- 
iology, dental  hygiene  and  such  other  specialties  as  may  be 
indicated  within  the  state. 

3.  The  state  must  have  an  acceptable  vital  statistics  service. 

4.  The  state  should  provide  an  adequate  public  health  labora- 
tory service. 

From  the  public  health  nursing  standpoint,  35  states  offer  some 
type  of  public  health  nursing  consultation  service  to  the  local 
health  departments,  but  at  the  present  time  very  few  of  the  states 
have  an  adequate  number  of  public  health  nursing  consultants, 
and  in  some  of  the  states,  the  consultants  are  not  particularly  well 
prepared  for  their  jobs.  The  public  health  nursing  is  organized  in  a 
variety  of  different  ways  in  the  several  states.  There  is  a  separate 
bureau  or  division  of  public  health  nursing  in  nine  states.  Public 
health  nursing  is  under  central  administration  but  does  not  have 
a  separate  appropriation  in  eight  states.  It  is  combined  with 
maternal  and  child  health  in  15  states,  and  it  is  a  part  of  the 
division  of  local  health  administration  in  three  states. 

In  addition  to  the  38,000,000  which  will  be  used  for  the  promo- 
tion of  local  health  work,  the  strengthening  of  state  health  depart- 
ments and  the  training  of  personnel,  the  Social  Security  Act  au- 
thorizes Congress  to  appropriate  32,000,000  to  the  Public  Health 
Service  for  the  investigation  of  disease  and  problems  of  sanitation 
and  for  co-operating  with  the  states  in  carrying  out  the  provisions 
of  the  first  part  of  the  title.  The  Public  Health  Service  will  furnish 
consultants  in  public  health  administration,  public  health  nursing 
and  sanitation,  on  a  regional  basis. 

At  the  present  time,  it  is  planned  to  have  five  districts:  New 
York,  the  headquarters  for  the  northeastern  district;  Washington 
for  the  south  Atlantic;  New  Orleans  for  the  south  central ;  Chicago 
for  the  north  central,  and  San  Francisco  for  the  west. 

The  relationship  of  the  consultants  to  the  state  health  depart- 
ment will  be  purely  advisory;  consultation  service  will  be  rendered 
only  upon  the  request  of  the  state  health  commissioners  of  the 
several  states. 

The  probable  functions  of  the  public  health  nursing  consultants 
will  be,  first,  to  promote  the  establishment  of  a  public  health 
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nursing  consultation  unit  in  each  state  health  department.  As  I 
have  just  said,  35  states  have  some  type  of  consultation  service  at 
the  present  time,  but  that  means  that  there  are  13  states  without 
any  public  health  nursing  service  of  any  kind.  Therefore  our  first 
objective  will  be  to  assist  in  promoting  the  establishment  of  a  public 
health  nursing  unit  in  those  states  which  have  no  service  at  the 
present  time.  The  reason  I  say  "unit"  is  that  I  am  not  particularly 
concerned  as  to  what  you  call  it.  I  don't  believe  we  can  develop  the 
public  health  nursing  unit  exactly  the  same  in  every  state  of  the 
Union.  In  some  states,  one  type  of  organization  will  be  more 
acceptable  than  another,  and  the  only  things  that  we  are  all  agreed 
upon  is  that  the  public  health  nursing  work  in  the  state  health 
department  be  administered  as  a  unit,  and  that  it  be  under  the 
direction  of  a  qualified  public  health  nursing  leader.  Whether  it  is  a 
separate  bureau  or  division  or  whether  it  is  combined  with  another 
bureau  is  a  question  which  will  have  to  be  decided  by  each  state. 

Second,  the  public  health  nursing  consultant  will  be  available 
to  advise  the  state  health  commissioners  on  the  organization  and 
administration  of  public  health  nursing,  both  within  the  state 
health  department  and  within  local  health  departments. 

Third,  the  nursing  consultant  will  assist  the  state  health  de- 
partment in  arranging  for  the  training  of  nursing  personnel  and 
will  also  keep  the  schools  of  public  health  nursing  informed  re- 
garding the  needs  of  the  respective  areas. 

Fourth,  she  will  assist  the  state  public  health  nursing  director  or 
consultant  in  planning  and  developing  educational  programs  for  the 
field  nurses.  Finally,  she  will  assist  in  interpreting  the  policies  of 
the  Public  Health  Service  to  other  nursing  groups  and  to  the  lay 
organizations  within  the  area. 

In  addition  to  the  part  which  nurses  will  play  in  the  development 
of  local  health  units,  in  the  state  health  departments  and  in  the 
federal  consultation  services,  public  health  nurses  will  be  used  in  a 
number  of  the  research  projects  which  are  being  planned,  if  Social 
Security  funds  become  available.  The  Office  of  Public  Health 
Methods  has  plans  under  way  to  use  several  nurses  in  further 
studies  of  public  health  administration  and  the  Office  of  Child 
Hygiene  Investigations  also  has  plans  for  several  studies  which 
will  require  the  services  of  public  health  nurses. 
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While  the  Social  Security  Act  has  been  passed,  no  appropriation 
has  been  made,  therefore  the  program  has  not  been  started.  If  the 
Congress  appropriates  the  money  authorized  by  the  Social  Security 
Act,  the  public  health  movement  should  have  an  opportunity  to 
make  considerable  progress  during  the  next  ten  years.  However 
with  increased  opportunities  come  increased  responsibilities.  The 
appropriations  are  not  likely  to  be  continued  year  after  year,  unless 
the  program  is  sound  and  tangible  results  are  evident. 

Nurses,  physicians,  sanitarians,  social  workers  and  various  types 
of  organizations  must  see  the  development  of  the  whole  program, 
rather  than  the  promotion  of  their  own  specialty  alone.  If  we  can 
promote  such  a  spirit  of  team  play,  I  do  not  believe  we  shall  have 
any  difficulty  in  convincing  the  appropriating  bodies  that  public 
health  is  both  a  social  and  an  economic  necessity. 

Chairman  Deming:  About  two  or  three  weeks  ago,  a  nurse 
from  abroad  came  to  our  office;  she  was  visiting  the  various  insti- 
tutions of  the  United  States  interested  in  health.  She  was  very  in- 
telligent but  had  never  been  in  America  before.  We  discussed  the 
various  changes  and  developments  in  the  United  States,  and  I  asked 
her  if  she  were  going  to  Washington.  She  said  that  she  was  going 
down  Saturday  and  on  Sunday  she  was  planning  to  go  and  see  the 
doctor  at  the  United  States  Children's  Bureau.  Being  a  little  sur- 
prised, I  asked,  "Have  you  an  appointment  with  Dr.  Eliot?  Usually 
the  Government  offices  are  closed  on  Sunday." 

A  look  of  horror  came  in  her  face.  "Closed?  What  does  Dr. 
Eliot  do  with  the  babies  on  Sunday?" 

I  think  Dr.  Eliot  will  tell  us  what  she  plans  to  do  in  1936  with  the 
babies  and  their  mothers  on  every  day  of  the  week. 


The  Social  Security  Act  as  It  Will  Affect  Public  Health 

Nursing 

Martha  M.  Eliot,  M.D. 

Assistant  Chief,  Children's  Bureau,  U.  S.  Department  of  Labor,  Washington,  D.  C. 

It  has  frequently  been  stated  that  all  parts  of  the  Social  Security 
Act  are,  in  reality,  child  welfare  measures.  In  addition  to  the  in- 
direct benefits  to  children  provided  by  the  other  titles,  however, 
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there  are  two  titles  of  the  act  in  which  specific  provision  is  made  for 
the  health  and  welfare  of  mothers  and  children.  These  are  titles 
IV  and  V. 

Administration  of  title  IV,  like  other  public-assistance  provi- 
sions of  the  Act,  is  placed  in  the  Social  Security  Board.  This  title 
provides  federal  grants  to  the  states  for  aid  to  dependent  children 
who  are  in  so-called  "mothers'  aid  families."  In  other  words,  this 
title  makes  possible  actual  assistance  in  the  form  of  cash  for  chil- 
dren in  families  of  this  type,  within  certain  limits  and  under  certain 
conditions  laid  down  by  the  Act. 

Title  V  is  quite  different.  It  provides  for  four  different  types  of 
services.  Parts  1,  2,  and  3  of  this  title,  dealing,  respectively,  with 
maternal  and  child  health  services,  services  for  crippled  children, 
and  child  welfare  services,  are  to  be  administered  by  the  Children's 
Bureau.  Part  4,  dealing  with  vocational  rehabilitation,  is  to  be 
administered  by  the  Office  of  Education  of  the  United  States  De- 
partment of  the  Interior.  (The  parts  of  the  Act  which  are  to  be 
administered  by  agencies  other  than  the  Children's  Bureau  will 
not  be  discussed  here.) 

There  has  been  some  question  in  the  public  mind  as  to  the  use  of 
funds  made  available  to  the  states  under  title  V.  Unlike  the  funds 
provided  under  title  IV,  they  are  not  intended  to  provide  cash 
grants  to  families,  but  to  provide  certain  health  and  welfare  ser- 
vices to  mothers  and  children.  The  term  "services"  is  being 
interpreted  to  mean  personal  services  to  a  very  great  extent. 

The  appropriations  authorized  in  the  three  parts  of  title  V  to  be 
administered  by  the  Children's  Bureau  are,  on  an  annual  basis: 
$3,800,000  for  maternal  and  child  health  services,  $2,850,000  for 
services  for  crippled  children,  and  $1,500,000  for  child  welfare  ser- 
vices. It  is  interesting  to  note  that  when  the  Maternity  and  In- 
fancy Act  was  in  operation,  the  largest  total  appropriation  avail- 
able at  any  time  was  somewhat  less  than  the  sum  authorized  to  be 
appropriated  under  the  Social  Security  Act  for  child  welfare  ser- 
vices. This  part  of  the  Act,  dealing  with  welfare  services  for  chil- 
dren, is  looked  upon  as  a  pioneer  work,  much  as  the  Maternity  and 
Infancy  Act  was  in  1921  when  first  enacted.  It  is  felt  that  under 
this  part  of  the  Act  much  must  be  done  to  lay  the  groundwork  for 
sound  child  welfare  services,  especially  in  rural  areas. 
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Most  of  the  federal  funds  for  maternal  and  child  health  and  all 
those  for  services  for  crippled  children  must  be  matched  in  full  by 
state,  or  state  and  local,  public  funds.  The  funds  for  child  welfare 
services  are  available  for  payment  of  part  of  the  cost  of  district, 
county,  or  other  local  services  and  for  assisting  state  services  for 
the  development  of  adequate  methods  of  community  child  welfare 
organization. 

The  purpose  of  the  parts  of  the  Act  relating  to  the  maternal  and 
child  health  services,  as  stated  in  the  Act,  is  that  of  enabling  each 
state  to  extend  and  improve,  as  far  as  practicable  under  the  con- 
ditions in  such  state,  services  for  promoting  the  health  of  mothers 
and  children,  especially  in  rural  areas  and  in  areas  suffering  from 
severe  economic  distress.  This  does  not  mean  that  any  mothers 
and  children  are  excluded,  but  that  special  attention  will  be  paid 
to  mothers  and  children  living  in  rural  areas  and  areas  suffering 
from  severe  economic  distress.  The  maternal  and  child  health  pro- 
visions of  the  Act  are  to  be  administered  by  the  state  health  agency. 

The  purpose  of  title  V,  part  2,  relating  to  crippled  children,  is  to 
enable  each  state  "to  extend  and  improve  (especially  in  rural 
areas  and  in  areas  suffering  from  severe  economic  distress),  as  far 
as  practicable  under  the  conditions  in  such  state,  services  for  locat- 
ing crippled  children  and  for  providing  medical,  surgical,  cor- 
rective, and  other  services  and  care,  and  facilities  for  diagnosis, 
hospitalization,  and  aftercare,  for  children  who  are  crippled  or  who 
are  suffering  from  conditions  which  lead  to  crippling." 

The  Act  states  that  the  services  for  crippled  children  are  to  be 
administered  by  a  state  agency,  but  does  not  specify  the  agency. 
In  a  small  number  of  states  no  state  agency  has  yet  been  designated 
to  administer  the  crippled  children's  program.  Designation  of  a 
state  agency  for  administrative  purposes  is  necessary  before  federal 
grants  can  be  made.  The  federal  government  will  not  designate 
the  state  agency,  although  it  is  willing  to  give  consultation  services 
to  the  states  in  this  matter,  through  the  field  agents  of  the  Chil- 
dren's Bureau,  as  it  does  in  the  formulation  of  state  plans. 

No  policy  has  yet  been  laid  down  with  respect  to  the  definition 
of  a  crippled  child.  The  problem  is  too  great  to  permit  an  im- 
mediate solution.  The  Act  states  that  the  funds  are  for  "medical, 
surgical,  corrective,  and  other  services  and  care,  and  facilities  for 
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diagnosis,  hospitalization,  and  aftercare,  for  children  who  are 
crippled  or  who  are  suffering  from  conditions  which  lead  to  crip- 
pling." This  limits  to  a  certain  extent  the  definition  of  the  child 
who  can  be  benefited  through  the  grants,  but  it  is  hoped  that  the 
definition  will  cover  not  only  children  who  are  crippled  from  so- 
called  orthopedic  causes  but  those  who  are  crippled  from  certain 
other  conditions,  such  as  cardiac  disease.  No  definite  policies 
have  yet  been  established  with  respect  to  children  who  are  deaf, 
or  blind,  or  who  have  defective  vision,  although  it  would  seem  that 
the  program  might  include  medical  care  of  children  suffering  from 
a  disease  leading  to  blindness,  as  well  as  children  suffering  from  a 
disease  such  as  acute  rheumatic  fever,  which  may  lead  to  a  crip- 
pling cardiac  condition.  Time  and  experience  will  be  required  in 
working  out  a  definite  policy  and  specific  definitions.  Meantime, 
it  is  hoped  that  the  definition  ultimately  adopted  will  be  a  broad 
one. 

Among  the  conditions  to  be  met  by  state  plans  for  maternal  and 
child  health  services  and  services  for  crippled  children,  I  have 
already  mentioned  financial  participation  by  the  state  and  admin- 
istration by  a  state  agency.  A  third  condition  is  that  the  state 
plans  provide  for  such  methods  of  administration  as  are  necessary 
for  efficient  operation  of  the  plan.  This  is  a  most  important  part 
of  the  plan  because  the  organization  and  standards  of  the  state  and 
local  administration  and  supervision  of  the  services  will  be  a  vital 
factor  in  the  success  of  the  program.  A  fourth  condition  is  that 
the  state  administering  agency  must  make  such  reports  on  the 
work  as  the  Secretary  of  Labor  may  require. 

In  the  case  of  services  for  crippled  children,  the  Act  sets  as  a 
fifth  requirement  that  the  state  plan  provide  for  carrying  out  the 
purposes  specified  in  the  Act.  These  purposes  have  already  been 
mentioned.  In  the  case  of  the  maternal  and  child  health  services, 
the  fifth  requirement  is  that  the  state  plan  provide  for  "exten- 
sion and  improvement  of  local  maternal  and  child  health  services 
administered  by  local  child  health  units." 

All  of  us  know  that  the  heart  of  this  whole  program  is  what  is 
done  by  the  local  units  administering  maternal  and  child  health 
services,  services  for  crippled  children,  and  child  welfare  services. 
We  know  that  unless  these  programs  are  co-ordinated,  no  one  of 
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them  will  be  truly  effective.  It  is  part  of  our  job,  we  think,  to  try 
to  bring  about,  as  the  years  go  by,  a  closer  relationship  and  co- 
ordination between  the  welfare  and  health  activities  in  the  various 
states  and,  through  the  various  states,  in  the  local  communities. 

The  sixth  requirement  to  be  met  by  a  state  plan  is  provision  for 
co-operation  with  medical,  nursing,  and  welfare  groups  and  organ- 
izations. In  the  case  of  services  for  crippled  children  the  plan 
must  also  provide  for  co-operation  with  any  agency  in  the  state 
administering  state  laws  providing  for  vocational  rehabilitation  of 
physically  handicapped  children. 

This  should  mean  co-operation  with  the  professional  groups  in 
the  states  and  local  communities — medical,  nursing,  dental,  and 
welfare  groups,  general  medical  societies,  and  special  groups  in- 
terested in  orthopedics,  obstetrics,  and  so  forth.  We  hope,  for 
instance,  that  representatives  of  state  organizations  of  public 
health  nurses  will  be  members  of  an  advisory  committee  or  will  in 
some  way  be  brought  into  co-operation  to  help  in  establishing 
methods  and  standards  that  are  desirable. 

In  the  case  of  maternal  and  child  health  services,  there  is  a 
seventh  condition  to  be  met  by  state  plans.  It  is  that  provision 
be  made  for  development  of  demonstration  services  in  needy  areas 
and  among  groups  in  special  need. 

What  this  will  mean,  no  doubt,  is  that  in  each  state  there  will  be 
some  county  or  town  or  other  area  in  which  the  program  carried  on 
will  be  a  little  in  advance  of  the  rest  of  the  state  program,  which 
will  serve  as  a  model,  or  at  least  a  demonstration,  of  what  other 
communities  may  strive  to  achieve. 

The  plans  submitted  by  the  various  states  will  undoubtedly 
differ,  within  the  very  broad  conditions  mentioned  above,  and  this 
is  as  it  should  be.  The  Children's  Bureau  will  be  greatly  interested 
in  having  a  variety  of  plans  and,  acting  in  its  consulting  capacity, 
will  be  able  to  evaluate  the  various  aspects  of  the  plans  and  to 
make  the  experience  of  one  state  or  certain  features  of  its  plan 
available  to  other  states. 

The  state  and  territorial  health  officers,  in  a  report  drawn  up 
last  June  in  conference  with  the  Children's  Bureau,  outlined  some 
of  the  essential  points  in  state  administration  of  maternal  and 
child  health  work.     For  instance,   the  report  suggests   that  the 
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state  health  agency  should  have  a  division  of  maternal  and  child 
health  that  is  co-ordinate  with  all  the  other  major  divisions,  and 
that  it  should  be  under  the  direction  of  a  physician  trained  in 
either  pediatrics  or  obstetrics  and  experienced  in  maternal  and 
child  health  work.  This  director  should  be  responsible  directly  to 
the  state  health  officer.  The  staff  should  include  medical  per- 
sonnel trained  in  pediatrics  and  obstetrics  and  qualified  for  health 
work  rather  than  merely  for  the  care  of  sick  children.  The  report 
suggests  that  the  staff  might  well  include  also  dentists,  nutrition- 
ists, and  possibly  mental  hygienists. 

An  important  feature  of  the  program,  according  to  the  report  of 
the  state  and  territorial  health  officers,  would  be  provision  for 
regional  advisory  public  health  nurses  in  the  states,  or  what  might 
be  called  educational  supervisors  in  the  field  of  maternal  and  child 
health,  individuals  who  can  really  instruct  the  local  public  health 
nurse  with  regard  to  her  maternal  and  child  health  program. 
These  consultants  could  be  on  the  staff  of  whatever  unit  is  pro- 
vided in  the  state  health  organization  for  public  health  nurses.  In 
some  states  such  consultants  are  responsible  to  the  director  of  the 
public  health  nursing  unit  from  the  point  of  view  of  administra- 
tion, but  are  carried  in  the  budget  of  the  maternal  and  child  health 
division.  If  the  nurse  is  a  member  of  the  division  or  unit  of  public 
health  nursing,  close  contact  should  be  maintained  with  the  ma- 
ternal and  child  health  division  so  that  the  plans  and  activities  of 
the  nursing  unit  may  be  carefully  worked  out  and  co-ordination 
and  co-operation  may  be  maintained  between  the  various  groups 
in  the  state.  The  number  of  such  regional  consultants  in  any  state 
must,  of  course,  be  dependent  upon  the  needs  and  population  of  the 
state.  The  main  function  of  these  consultant  nurses  should  be  to 
provide  constant  assistance  to  local  nurses  through  such  educa- 
tional activities  as  institutes,  group  conferences,  and  individual 
conferences.  Assistance  should  also  be  given  in  the  development 
of  new  local  maternal  and  child  health  services  in  the  state. 

The  consultant  nurse  can  play  a  most  important  part  in  helping 
to  work  out  the  function  of  the  local  nurse  in  the  program  of  ser- 
vices for  crippled  children  and  in  helping  to  co-ordinate  the  activ- 
ities of  the  local  public  health  nurse  and  those  of  local  child  wel- 
fare workers. 
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It  is  hoped  that  the  program  of  child  welfare  services  to  be  de- 
veloped under  the  Social  Security  Act  will  result  in  increasing  the 
number  of  child  welfare  workers  in  rural  areas.  If  the  state  con- 
sultant nurse  is  sufficiently  familiar  with  what  is  going  on  in  the, 
child  welfare  field,  as  well  as  in  her  own  public  health  nursing  field 
she  can  greatly  assist  the  local  nurse  in  the  crippled  children's  pro- 
gram and  in  the  child  welfare  program,  as  well  as  in  the  maternal 
and  child  health  program.  The  state  consultant  nurse  can  also 
provide  assistance  for  special  demonstrations  in  the  field  of  ma- 
ternal and  child  health  or  in  demonstrations  combining  services 
for  maternal  and  child  health  and  for  crippled  children. 

In  states  where  there  are  many  midwives  it  goes  without  saying 
that  the  consultant  nurse  as  well  as  the  physicians  will  give  atten- 
tion to  this  problem. 

As  far  as  federal  administration  of  the  program  is  concerned,  the 
Children's  Bureau  has  organized  three  special  administrative 
divisions  in  Washington:  a  maternal  and  child  health  division,  a 
crippled  children's  division — each  of  these  is  headed  by  a  physician 
and  receives  general  supervision  from  the  assistant  chief  of  the 
Bureau,  who  is  also  a  physician — and  a  child  welfare  division, 
headed  by  a  social  worker  and  receiving  general  supervision  from 
the  chief  of  the  Bureau. 

The  original  divisions  of  the  Children's  Bureau  have  been  pri- 
marily concerned  with  investigation  and  research.  The  new  di- 
visions will  be  primarily  administrative  divisions  in  charge  of  the 
grants  in  aid  to  the  states  under  the  Social  Security  Act.  How- 
ever, there  will  be  the  closest  co-operation  between  the  older 
divisions  and  the  new  ones. 

Administrative  plans  include  development  of  a  public  health 
nursing  unit  in  the  maternal  and  child  health  division,  which  will 
serve  the  other  two  divisions  also.  It  is  also  planned  to  organize 
several  regional  consultant  groups,  each  composed  of  a  physician, 
a  public  health  nurse,  a  social  worker,  and  clerks  and  accountants 
to  give  assistance  to  the  groups  of  states  in  different  sections  of  the 
country.  This  plan  is  similar  to  the  plans  being  worked  out  by  the 
Social  Security  Board  and  the  U.S.  Public  Health  Service,  although 
as  yet  the  regions  have  not  been  worked  out  on  a  uniform  basis. 

One  of  the  special  tasks  of  the  director  of  public  health  nursing 
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in  the  Children's  Bureau  will  be  to  assist  in  co-ordinating  the 
program  of  the  Children's  Bureau  with  those  of  other  national 
agencies,  both  official  and  nonofHcial,  to  the  end  that  there  may 
be  as  little  duplication  of  effort  as  possible. 

Questions  have  repeatedly  been  raised  as  to  the  relationship 
between  public  programs,  federal,  state,  and  local,  and  the  pro- 
grams of  private  organizations  engaged  in  work  similar  to  that 
which  is  to  be  developed  under  the  Social  Security  Act,  especially 
in  the  field  of  services  for  crippled  children,  in  which  many  private 
agencies  are  at  work.  The  answer  is  that  there  is  no  desire  to  have 
any  private  agency  stop  its  activity.  The  primary  purpose  of  the 
public  program  is  to  make  federal  funds  available  so  that  programs 
in  a  given  state  may  be  co-ordinated  and  supplemented.  For 
instance,  in  a  number  of  states  there  may  be  a  complete  program 
for  surgical  care  of  crippled  children  but  no  provision  for  locating 
crippled  children  or  for  follow-up.  In  other  states  it  may  be 
actual  medical  or  surgical  care  for  which  provision  is  lacking. 
The  task  of  the  public  agency  will  be  to  meet  the  special  needs 
that  may  exist. 

As  was  recently  said  by  the  chief  of  the  Children's  Bureau: 
"I  want  to  emphasize  and  re-emphasize  the  fact  that  the  Social 
Security  Act  will  not  relieve  the  state  or  the  local  community  of 
one  jot  of  the  social  responsibility  which  it  now  carries.  In  my 
opinion,  the  operation  of  the  Act  will  reveal  areas  and  fields  of  need 
of  which  we  are  not  yet  fully  aware,  and  should  stimulate,  rather 
than  retard,  public  appreciation  of  the  necessity  for  privately 
supported  social  work." 

Chairman  Deming:  If  anyone  in  the  audience  needs  an  intro- 
duction, either  personally  or  professionally,  to  Dr.  Hardy,  who  is 
our  next  speaker,  may  I  have  the  pleasure  of  presenting  him? 
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Recent  Advances  in  Medicine  and  Surgery  Which 

Have  Contributed  to  the  Restoration  and 

Conservation  of  Vision 

LeGrand  H.  Hardy,  M.D. 

Director  of  Eye  Service,  Fifth  Avenue  Hospital,  New  York 

I  am  to  report  to  you  today  some  advances  made  in  the  fields  of 
medicine,  surgery  and  optics  which  have  contributed  to  the  preser- 
vation or  restoration  of  vision.  At  the  beginning  I  must  very 
seriously  warn  you  against  a  too  facile  acceptance  of  inferences  as 
facts  or  of  promises  as  accomplishments.  Few  scientific  reports 
are  quite  as  exicting  as  they  sound  when  translated  into  lay  terms. 
Few  such  translations  are  to  be  taken  literally. 

The  history  of  science  has  been  called  the  story  of  the  search  for 
the  next  decimal  point,  a  statement  I  find  surprisingly  apt.  With 
this  idea  in  mind  we  can  appreciate  the  tremendous  progress  made 
in  the  past  few  years  without  demanding  basically  new  and  start- 
ling discoveries.  Modern  technology  is  rich  in  accomplishments 
which  are  increasingly  being  utilized  for  medical,  surgical  and  pub- 
lic health  purposes.  We  might,  with  considerable  accuracy,  char- 
acterize the  present  ophthalmic  scientist  as  a  gleaner — carefully 
reworking  the  vast  fields  opened  up  by  von  Helmholtz,  von  Graefe 
and  others,  extending,  correcting  and  utilizing  the  old  and  new 
knowledge  thus  obtained. 

I  shall  call  your  attention  to  several  sectors  in  the  field  of  oph- 
thalmology. In  each  of  them  laudable  progress  of  direct  interest 
to  you  is  being  made.  In  each  case  a  review  of  the  historical  back- 
ground, which  for  lack  of  time  we  must  omit  today,  will  reveal 
ancient  dreams,  inspirations  and  promises  long  unfulfilled,  slowly 
progressing  toward  an  existence  in  reality  as  a  result  of  courage, 
persistence  and  industrious,  imaginative  effort. 

Radiation  of  Intraocular  Neoplasms 

There  is  a  horror  that  any  oculist  may  meet  as  he  picks  up  his 
ophthalmoscope  and  peers  into  the  eyes  of  an  infant  hardly  started 
in  life.  The  picture  he  sees  hopelessly  spells  blindness  and  death. 
Or  a  surgeon  may  have  struggled  with  valor  and  skill  to  save  a  life 
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by  sacrificing  an  eye  only  later  to  discover  a  recurrence  of  the  can- 
cerous growth  in  the  other  eye.  Blindness  or  death  has,  up  until 
recently,  been  the  choice  in  such  desperate  cases.  The  application 
of  radon  seeds  or  carefully  controlled  x-rays  to  such  tumors  has 
been  attended  with  some  measure  of  success  and  holds  forth  a 
promise  of  more  hope  for  the  future. 

Foster  Moore,  among  others,  has  reported  that  one  form  of  this 
treatment  (gamma  ray  radiation)  has  salvaged  some  otherwise 
hopelessly  lost  eyes,  and  it  is  our  present  hope  that,  perfected  and 
extended,  this  type  of  therapy  may  serve  to  save  still  more  vision 
in  those  desperate  cases  where  only  one  eye  is  left  or  in  bilateral 
glioma,  which  is  occasionally  found  in  infants. 

Keratoplasty — Transplantation  of  Tissue 

This  dream — the  solution  of  one  of  the  major  problems  in  sight 
restoration — is  over  one  hundred  years  old.  Reisinger  in  1824,  and 
probably  before  him  others,  were  inspired  to  attempt  transplanting 
clear,  transparent  tissues  to  take  the  place  of  the  horrible  white 
scars  which  so  completely  shut  off  a  clear  view  of  the  world. 

To  make  the  human  dead  serve  the  living  is  in  itself  an  audacious 
scheme,  close  to  Godhood  or  witchcraft,  yet  the  Russians  have 
conscripted  the  blood  of  their  traumatic  dead  for  transfusions  and 
in  this  country  and  England  surgeons  have  successfully  trans- 
planted parts  of  the  cornea  from  a  dead  eye  to  a  living  human  host. 
Perhaps  it  would  be  more  exact  to  say  from  a  removed  eye  to  a 
living  human  host. 

We,  in  ophthalmology,  are  watching  with  great  interest  the 
progress  being  made  on  this  sector  by  Tudor  Thomas,  of  England, 
and  Dr.  Ramon  Castroviejo,  working  with  Dr.  Wheeler  at  the  Eye 
Institute  here  in  New  York.  Success,  however  partial,  has,  in  the 
past  ten  years,  led  to  greater  and  more  reasonable  hopes  than  were 
possible  before. 

Contact  Glasses  and  Telescopic  Spectacles 

Another  century-old  dream  is  being  realized  on  the  sector  of 
physiologic  optics.  As  long  ago  as  1827,  Herschel  (Sir  John,  son  of 
Sir  William,  both  astronomers)  the  younger,  dreamed  of  sup- 
planting an  irregular  and  optically  imperfect  cornea  by  a  glass 
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lens.  Sixty  years  later  partial  success  was  obtained  (Fick,  1887), 
only  to  be  dropped  because  of  seemingly  insuperable  difficulties. 
In  the  past  ten  years  more  progress  has  been  made  than  ever  before, 
and  thousands  of  otherwise  industrially  blind  are  happily  and 
efficiently  carrying  on  their  work  in  life.  I  have  had  few  experi- 
ences in  ophthalmology  more  amazing  than  to  see  the  almost 
incredible  increase  in  vision  these  glasses  may  make  possible  under 
suitable  circumstances. 

These  results  are  more  amazing  when  we  consider  that  there  has 
never  been  manufactured  a  complete  set  of  this  type  of  lenses  for 
trial  purposes.  I  am  referring  to  the  Zeiss  lenses.  I  have  described 
two  sets  of  lenses — one  of  225,  the  other  of  325  combinations. 
(A  good  trial  case  used  for  fitting  ordinary  lenses  has  about  10,000 
combinations  both  in  plus  and  minus  lenses.)  Most  of  the  work 
has  been  done  with  a  set  of  15  or  20  lenses,  and  the  most  elaborate 
set  I  know  of  in  America  has  less  than  30  lenses,  so  that  we  may 
expect  much  more  in  the  way  of  improved  service  and  results  when 
we  have  a  larger  array  of  lenses  from  which  to  choose. 

Contact  lenses  are  thin  shells  of  glass  which  fit  over  the  eyeball, 
under  the  lid.  Their  purpose  is  to  neutralize  or  destroy  optically 
the  effect  of  the  corneal  surface  of  the  eye  and  to  replace  it  by  a 
smooth  regular  glass  surface.  The  space  between  the  glass  and  the 
cornea  is  filled  with  normal  saline  solution,  or  tears,  which  have 
about  the  same  index  of  refraction  as  the  cornea.  The  lens  does 
not  touch  the  clear  part  of  the  eye  but  rests  on  a  narrow  collar  of 
glass  which  is  part  of  the  lens  and  which  accurately  fits  against 
and  is  supported  by  the  scleral  portion  of  the  globe. 

Originally  designed  for  very  high  errors  of  refraction,  particularly 
astigmatism,  and  conical  cornea  which  cannot  be  corrected  by  any 
other  means,  these  lenses  are  with  increasing  frequency  being 
utilized  to  correct  high  degrees  of  simple  ametropia,  particularly 
nearsightedness,  aphakia,  and  as  protective  lenses  for  the  cornea, 
as  splints,  as  a  means  of  holding  medication  or  dressings  in  place, 
in  plastic  surgery,  in  albinism,  in  aniridia,  and  as  occlusion  discs  in 
squint  training. 

How  much  is  eyesight  worth?  Given  an  adequate  series  of  such 
lenses  I  am  certain  there  are  a  thousand  industrially  blind  persons 
in  New  York  City  who  could  be  salvaged  to  society  at  a  cost  of 
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less  than  a  hundred  dollars  apiece  by  means  of  contact  lenses 
properly  fitted. 

Less  spectacular  but  of  great  value  in  certain  cases  are  the  newer 
types  of  telescopic  spectacles.  These  have  served  in  the  past  few 
years  to  bring  to  a  number  of  patients  sufficient  vision  to  rescue 
them  from  the  class  called  industrially  blind.  They  are  carefully 
worked  out,  short  length,  simple  telescopes  which  may  be  worn  in 
the  manner  of  ordinary  spectacles  and  into  which  may  be  ground 
the  individual  prescription  of  the  wearer. 

Detached  Retina 

If  we  polled  the  ophthalmic  world  today,  probably  the  great 
majority  of  workers  would  agree  that  the  outstanding  progress  of 
the  past  few  years  has  been  made  on  the  surgical  sector,  in  the 
treatment  of  detachment  of  the  retina. 

Until  recently  the  chances  of  recovery  from  this  condition  were 
less  than  one  per  cent.  It  was  a  situation  met  mainly  with  despair. 
Patients  were  kept  recumbent  or  in  bed  for  prolonged  periods. 
Hopelessness  was  the  mood.  Positive  results  or  improvement 
were  very  likely  to  be  temporary. 

Today  a  much  more  hopeful  attitude  is  taken.  As  a  result  of  a 
tremendous  amount  of  work  leading  to  more  accurate  diagnosis 
and  the  introduction  and  perfection  of  radically  different  surgical 
technique,  the  percentage  of  cures  has  rapidly  risen  and  for  certain 
types  of  detachment  the  patient  is  now  offered  close  to  a  50  per 
cent  chance  of  recovery. 

The  newer  technique  consists  of  careful  study  and  classification 
of  the  type  of  detachment,  the  search  for  and  localization  of  the 
injury  or  a  hole,  and  the  application  of  an  irritant  in  such  a  manner 
as  to  produce  a  scar  or  adhesion  between  the  membrane  and  its 
supporting  wall.  These  adhesions  serve  to  retain  the  retina  in  its 
normal  position. 

Squint  Orthoptics 

It  is  a  fact  that  many  squinting  or  cross-eyed  persons  are  indus- 
trially blind  in  one  eye.  It  is  an  equally  important  fact  that  prac- 
tically all  of  them  use  only  one  eye  at  a  time  and  hence  are  blind 
in  one  eye  or  the  other  all  the  time.    More  important  still  are  two 
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additional  facts  which  we  may  now  assert  have  been  proved, 
namely:  (1)  Much  of  this  blindness  is  preventable;  and  (2)  mon- 
ocular vision  represents  only  a  part  of  human  visual  potentialities. 

Truly  seeing,  in  the  human  sense,  involves  a  marvelously  delicate 
synthesis  of  incoming  sensory  impulses  and  a  co-ordination  of  out- 
going impulses  that  produce  movements  so  fine  as  to  be  at  times 
hardly  perceptible.  These  factors  are  lacking  in  the  condition 
known  as  squint. 

Almost  200  years  ago  Buffon  (1743)  attempted  to  straighten  the 
crossed  eye  by  covering  the  good  eye.  He  probably  achieved  an 
occasional  success  and  I  am  quite  willing  to  believe  he  frequently 
salvaged  some  vision.  The  subsequent  history  of  such  attempts  is 
terribly  muddled.  At  cyclic  intervals  enthusiastic  periods  of  prog- 
ress recurred  only  to  subside  and  be  almost  forgotten. 

We  are  now  in  the  third  of  the  great  cycles  and  it  is  my  feeling 
that,  due  to  progress  made  in  the  past  ten  years,  permanence  is 
likely  to  be  attained.  The  progress  is  due  chiefly  to  advances  in 
knowledge  of  educational  psychology  and  visual  physiology  and 
the  application  of  these  principles  by  the  engineers  of  the  optical 
instrument  makers. 

We  have  glimpses  of  how  and  why  we  learn  to  see  and  how  and 
why  we  forget  how  to  see.  Never  to  have  learned  how  to  see  is 
to  be  blind,  and  I  mean  this  in  no  mystical  or  spiritual  but  in  a 
very  real  sense. 

We  have  transferred  in  many  cases  of  squint  the  ability  to  see  as 
well  as  the  inability  to  see  from  one  eye  to  the  other.  To  develop 
or  restore  vision  in  an  eye  by  visual  training  or  to  develop  or  restore 
the  absent  functions  of  binocularity  or  two-eyed  seeing,  while  not 
so  spectacular,  is  just  as  valid  a  procedure  in  sight  restoration  as 
the  dramatic  surgery  of  cataract  removal. 

The  surgeon,  the  physiologist,  the  educator,  the  neurologist  and 
the  engineer  are  all  working  together  on  this  sector  to  produce, 
preserve  and  perfect  the  highest  type  of  visual  efficiency. 

Eikonometry — Iseikonic  Lenses 

Closely  allied  in  the  field  of  visual  physiology  is  the  work  being 
done  by  the  followers  and  gleaners  of  von  Helmholtz  and  his 
school.     Eyes  which  cannot  be  used  or  can  only  very  inefficiently 
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be  used  are  to  that  extent  blind  and  any  effort  which  serves  to 
reduce  this  handicap  is  worthy  of  your  interest  and  approval. 

It  has  been  known  for  years,  though  not  particularly  emphasized, 
that  seeing  is  done  by  the  brain,  the  occipital  cortex,  which  serves 
as  a  center  to  which  the  images  formed  on  the  retinas  of  the  eyes 
are  communicated.  It  has  been  found  that  while  each  eye  alone 
may  have  perfect  vision,  if  the  images  of  the  two  eyes  differ  by  a 
few  per  cent  in  size  or  shape,  the  brain  is  unable  to  synthesize  them 
efficiently,  if  at  all,  and  confusion  with  many  other  distressing 
symptoms  results. 

An  optical  instrument,  eikonometer,  for  measuring  the  size  of 
these  images,  and  new  lenses,  iseikonic  lenses  for  correction  of  the 
defect,  have  been  produced  and  in  some  cases  have  yielded  remark- 
able results.  If  only  four  or  five  per  cent  of  people  who  wear 
glasses  are  benefited  by  these  lenses,  they  will  form  a  valuable 
contribution  to  better  and  more  efficient  seeing. 

The  Vasodilators 

Many  patients  in  the  past  have  partially  or  completely  lost  their 
central  vision  as  a  result  of  poisons  which  affected  the  central  part 
of  the  retina  or  interfered  with  its  blood  supply.  Sometimes  a 
mechanical  fragment,  such  as  a  clot  of  blood  freed  in  some  remote 
part  of  the  body  and  carried  in  the  blood  stream,  lodged  in  and 
obstructed  the  vessel  supplying  this  central  area.  Sometimes  the 
vessel  itself  suffered  from  a  spasm  and  shut  off  the  necessary  blood 
supply.  By  whichever  mechanism,  this  very  delicate  and  sensitive 
membrane  lost  its  sensitivity  with  resultant  obscuration  of  vision 
or  blindness.  Such  blindness  could  not  be  influenced  by  any 
optical  treatment. 

On  the  medical  sector  a  sufficient  number  of  reports  have  been 
accumulated  to  indicate  that  the  systemic  use  of  vasodilators,  or 
drugs  which  dilate  all  the  blood  vessels,  offers  frequent,  sometimes 
spectacular  aid  to  these  patients.  Due  to  the  dilation  of  the  blood 
vessels  the  local  supply  of  nourishing  blood  is  increased,  the  lodged 
fragment  may  be  swept  on  to  smaller  and  hence  less  important 
channels,  or  the  tense  spasm  may  be  relaxed  permitting  blood  to 
pass.  Since  the  retina  deprived  of  blood  will  very  quickly  be 
damaged  the  necessity  for  early  treatment  is  emphasized  but  even 
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after  prolonged  punishment  sufficient  improvement  has  resulted 
from  the  use  of  these  drugs  to  characterize  their  discovery  and  use 
as  a  medical  advance  in  the  field  of  the  prevention  of  blindness. 

Optic  Tract  and  Intracranial  Injuries 

The  neurologist  and  brain  surgeon  have,  in  some  fields  directly 
related  to  the  prevention  of  blindness,  overtaken  and  surpassed 
the  ophthalmologist.  Forced  by  the  vital  necessities  of  the  problem 
into  more  careful  and  accurate  examination  and  measurement  they 
have  succeeded  in  rather  clearly  defining  several  definite  symptom- 
complexes  which,  recognized  early  and  treated  promptly,  have 
served  to  rescue  many  patients  from  blindness  and  death. 

An  injury  such  as  a  hemorrhage,  a  clot,  an  abscess  or  a  tumor 
which  presses  upon  the  optic  nerve  or  its  pathway  anywhere  be- 
tween the  eye  and  the  back  of  the  brain  will  produce  visual  signs 
which  may  sometimes  be  used  with  great  accuracy  to  locate  the 
exact  position  of  the  trouble.  Particularly  in  the  case  of  tumors 
which  arise  at  or  near  the  crossing  of  the  optic  pathways  and  which 
frequently  respond  perfectly  to  surgical  treatment,  are  these  signs 
of  vital  value  and  many  of  the  dead  or  blind  might  now  be  living 
and  seeing  had  the  knowledge  of  the  past  ten  years  been  available 
earlier. 

Ophthalmology,  dedicated  to  the  service  of  the  eye  and  its  func- 
tions, owes  a  great  deal  of  gratitude  to  the  neurologist  and  the 
neuro-surgeon. 

Instruments  and  Equipment 

Another  group,  insufficiently  honored  for  its  services  to  the  con- 
servation and  restoration  of  vision,  may  be  typified  by  the  optical 
engineer.  It  includes  the  physicist,  the  chemist,  the  optician  and 
the  instrument  maker.  Without  the  refinements  in  technique 
made  possible  by  their  co-operation  much  of  our  recent  progress 
could  not  have  been  made. 

Their  contributions  have  been  great  and  too  numerous  to  detail 
here.    A  few  examples  may  be  permitted. 

Lens  Lamp. — A  situation  potentially  dangerous  and  sometimes 
extremely  difficult  to  handle  arises  when  a  lens,  for  any  reason, 
becomes  dislocated  and  falls  back  into  the  vitreous  chamber  of  the 
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eye.  The  danger  arises  from  the  fact  that  such  a  lens,  if  not  re- 
moved, is  apt  to  result  in  irritative  reactions  which  may  lead  to 
blindness.  The  difficulty  in  treating  such  a  condition  arises  from 
the  fact  that  the  lens,  unless  it  is  cataractous,  may  be  extremely 
difficult  if  not  impossible  to  see,  and  the  surgeon  who  fishes  in  the 
dark  for  such  an  object  is  very  likely  to  ruin  an  eye.  The  solution 
to  the  problem  utilizes  a  remarkable  physical  property  of  the  lens 
— its  fluorescence.  Under  ultraviolet  light  the  normal  transparent 
lens  appears  milky — cataractous — due  to  its  property  of  fluorescing. 
The  other  optical  media  do  not  share  this  property.  Hence  the 
surgeon  shines  ultraviolet  radiation  into  the  dark  vitreous  chamber 
whereupon  the  lens  immediately  becomes  plainly  visible  and  may 
be  grasped  and  removed  with  a  minimum  of  injury  to  the  rest  of 
the  eye. 

Perimeters  and  Scotometers. — One  of  the  most  serious  problems 
in  the  prevention  of  blindness  is  the  recognition  and  control  of 
glaucoma.  The  most  important  sign  of  advance  in  this  disease 
is  a  change  in  the  size  and  shape  of  the  blind  spot  or  the  visual 
fields.  These  changes  are  mapped  by  means  of  perimeters  and 
scotometers.  The  newer  instruments  have  been  of  inestimable 
help  in  supplying  data  to  evaluate  this  disease.  Likewise  they  are 
of  paramount  service,  as  we  have  noted,  to  the  neurologist  and 
brain  surgeon  in  localizing  brain  injuries,  especially  tumors.  The 
surgeon  specializing  in  brain  tumors  or  the  ophthalmologist  study- 
ing glaucoma  would  be  as  seriously  handicapped  by  the  lack  of 
these  instruments  as  transportation  would  be  without  the  motor  car. 

Protective  Lenses. — The  National  Society  for  the  Prevention  of 
Blindness  has  been  intimately  associated  with  the  drive  for  pro- 
tective lenses.  The  engineer  has  co-operated  fully  to  produce  a 
better  and  more  efficient  protection.  The  results  have  been  ob- 
vious, sometimes  dramatically  so.  In  a  similar  field  the  lens  maker 
has  produced  lenses  to  filter  out  undesirable  radiations.  These 
have  saved  thousands  of  eyes  of  electric  welders  and  furnace 
workers.    They  have,  in  fact,  made  much  of  this  work  possible. 

Electrosurgical  Instruments. — As  we  have  noted,  the  outstand- 
ing record  of  progress  has  been  in  the  field  of  surgery — particularly 
the  surgical  treatment  of  the  detached  retina.  This  would  very 
greatly  have  been  handicapped  without  the  aid  of  the  electrical 
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engineer  who  has  put  at  our  disposal  a  marvelously  refined  control 
of  electrical  modalities  and  amplitudes.  The  substitution  of  exact, 
delicate  precision  for  gross,  rule-of-thumb  procedures  has  been 
reflected  in  a  tremendous  increase  in  the  amount  of  vision  salvaged. 
Orthoptic  Apparatus. — My  feeling  that  the  present  cycle  of 
orthoptics  is  much  more  likely  to  be  permanent  than  either  of  the 
preceding  ones  is  based  upon  the  great  advances  made  possible  by 
refined  and  delicate  machinery.  Some  of  the  newer  machines  used 
in  eye  training  are  beautiful  examples  of  intelligent  co-operation 
between  oculist-engineer-educator  and  instrument  maker.  If  the 
method  finds  a  permanent  place  in  ophthalmology  it  will  only  be 
possible  by  increased  efficiency,  and  this  will  be  the  result  of  freeing 
both  patient  and  technician  from  all  possible  mechanical  difficul- 
ties. Attention  and  effective  effort  suffer  seriously  from  distrac- 
tions which  were  formerly  unavoidable. 

Glaucoma 

I  cannot  report  much  progress  in  the  medical  or  surgical  treat- 
ment of  this  condition.  The  newer  drugs  and  operations  have  not 
been  used  sufficiently  or  extensively  enough  to  have  become  part 
of  conservative  practice.  Better  examinations,  particularly  peri- 
metric and  scotometric,  have  contributed  materially  to  earlier  and 
more  exact  diagnosis  and  to  more  certain  knowledge  of  the  progress 
of  the  disease.  Psychologically,  these  patients  are  better  under- 
stood and  aided. 

But  the  picture  is  not  an  entirely  gloomy  one.  Ophthalmology 
and  those  interested  in  the  prevention  of  blindness  will  pay  high 
honor  and  great  respect  to  those  associates  of  the  medical  profes- 
sion who  have  made  an  outstanding  contribution.  The  nurse  and 
the  social  worker  have  covered  themselves  with  glory  in  this  field, 
for  wherever  they  have  been  allowed  to  co-operate  they  have  per- 
formed an  essential  and  humane  service  in  keeping  up  the  morale, 
the  control  and  the  treatment  of  these  difficult-to-handle  patients. 
The  glaucoma  patient  is  worried,  apprehensive  and  inclined  to 
wander  from  doctor  to  doctor  and  clinic  to  clinic  looking  for  some 
magical  relief  from  his  fearful  difficulty.  The  parade  goes  on, 
phalanx  after  phalanx  marching  toward  inevitable  blindness.  The 
doctor  in  his  office  and  clinic  is  preoccupied  and  overbusy.    The 
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nurse  and  social  worker  in  a  hundred  positions  along  the  line  have 
met  with  tact,  sympathy,  kindness  and  explanations  a  goodly 
number  of  these  patients  and  diverted  them  into  the  only  course 
where  safety  may  be  found.  This  is  progress — splendid  progress. 
Ophthalmology  and  humanity  owe  you  their  thanks  for  a  great 
service. 

Chairman  Deming:  Has  anyone  any  questions  for  Dr.  Hardy 
before  he  goes? 

Question:    Can  anything  be  done  in  the  beginning  of  cataract? 

Dr.  Hardy:  I  avoided  discussing  that  topic  because  of  the 
danger  of  arousing  false  hopes  in  many  patients  with  this  condition. 
As  a  matter  of  opinion  I  think  the  word  is  a  dangerous  one  to  use 
when  speaking  of  the  initial  stages.  Answering  directly,  I  should 
say:  No,  we  know  of  no  treatment  that  surely  affects  cataract 
formation.  Fifty  per  cent  of  the  American  professors  of  ophthal- 
mology, responding  to  a  questionnaire  asking  if  the  use  of  dionin, 
a  morphine  derivative,  was  of  any  value  in  arresting  the  progress 
of  cataract  formation,  submitted  as  their  opinion  a  positive  answer, 
that  is,  as  an  external  vasodilator,  by  increasing  the  local  blood 
and  lymph  flow  in  the  anterior  part  of  the  eye,  this  drug  may  serve 
to  some  extent  to  arrest  the  progress  of  the  formation. 

There  have  been  produced  a  dozen  specific  treatments  for 
cataract.  At  present,  conservative  ophthalmological  opinion  is 
that  there  is  nothing  we  can  do  that  makes  much  difference  in 
the  development  of  a  cataract. 

Chairman  Deming:  The  next  part  of  our  program  is  devoted 
to  the  subject  of  how  the  public  health  nurse  can  carry  out  a  pro- 
gram of  prevention  of  blindness. 
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How  Public  Health  Nursing  Conserves  Sight 
Through  Work  in  Schools 

Marie  Swanson,  R.N. 

Supervisor  of  School  Nurset,  State  Education  Department,  State  of  New  York 

This  problem  of  how  a  public  health  nursing  program  can  work 
for  conservation  of  vision  and  prevention  of  blindness  through  the 
schools  is  an  everyday  one  of  very  practical  importance  in  our 
office.  We  supervisors  of  school  nursing  give  more  attention  to 
this  than  to  any  other  program  of  health  development  or  preven- 
tion or  health  education,  because  we  have  found  that  a  nurse  who 
is  able  to  do  good  eye  work  is  able  to  do  good  school  nursing  work 
along  other  lines. 

Then,  besides  the  nursing  supervisor,  there  are  two  other  indi- 
viduals in  our  state  education  department  who  have  a  very  inti- 
mate concern  with  the  program  as  it  works  out  through  the  school 
nurses — the  medical  supervisor  of  eyes  and  ears  and  the  super- 
visor of  the  sight-saving  classes.  Work  along  both  of  these  lines 
grows  heavier  year  by  year.  This  year,  the  department  in  its 
recommendations  for  medical  inspection  service  has  included  a 
recommendation  for  two  ophthalmological  examinations  of  each 
child — one  in  the  third  grade  and  one  in  the  tenth — to  include  all 
pupils,  not  just  those  known  to  have  eye  defects.  And  the  number 
of  sight-saving  classes,  now  37,  (not  including  the  number  in  New 
York  City)  is  increasing  year  by  year. 

The  personnel  of  the  bureau  of  prevention  of  the  State  Commis- 
sion of  the  Blind  of  our  Social  Welfare  Department  not  only  are 
very  much  interested  in  this  program,  but  are  tireless  in  their 
efforts  to  help  the  nurses  who  are  doing  this  work.  They  help  them 
individually,  through  correspondence  and  conference,  through 
visiting  them  in  their  own  schools  and  helping  them  in  the  actual 
work  of  vision  testing  and  follow-up,  helping  them  in  groups 
through  lectures,  instruction,  demonstrations  of  vision  testing, 
through  giving  the  work  on  eyes  in  the  public  health  nursing 
courses  that  are  preparing  nurses  for  school  work  and,  with  out- 
standing success,  by  arranging  a  series  of  two-day  institutes.  These 
institutes  have  been  most  effective  in  improving  the  work  of  the 
nurses  in  the  schools. 
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Checking  the  school  program  on  eye  health  as  set  forth  in 
Conserving  the  Sight  of  School  Children,  we  notice  several  things 
pertinent  to  this  discussion.  Those  who  have  an  opportunity  to 
observe  and  to  contrast  the  health  services  in  various  schools 
notice  a  high  correlation  between  effective  and  interested  eye  work 
and  an  adequate,  well-trained  nursing  staff. 

In  most  instances,  when  a  school  has  one  and  only  one  full-time 
health  worker,  that  person  is  a  nurse.  So  if  such  a  school  is  assum- 
ing proper  responsibility  for  giving  adequate  attention  to  the  eye 
health  of  its  pupils,  upon  the  nurse  is  likely  to  fall  a  good  part  of 
that  responsibility  and  also  the  responsibility  for  co-ordinating 
the  sight  conservation  efforts  of  the  community  and  of  stimulating 
the  development  of  community  agencies  to  take  care  of  eye 
conditions. 

Eye  inspection  as  part  of  the  medical  examination  of  the  pupil 
is  apt  to  be  much  more  effective  when  the  physician  has  at  hand 
a  complete,  up-to-date  eye  record  kept  by  a  nurse  who  really 
understands  the  significance  of  the  various  items.  The  visual 
acuity  testing,  according  to  our  observation,  is  likely  to  be  better 
done,  is  likely  to  be  done  under  more  desirable  conditions  with  the 
use  of  more  adequate  equipment,  when  done  by  the  nurse  than 
when  done  by  a  hurried  part-time  physician  or  by  the  usual  teacher 
who  has  not  been  given  the  necessary  education  and  supervised 
practice  in  the  procedure.  The  desirable  continuous  observation 
of  children  by  the  teacher  to  detect  signs  of  variation  from  normal 
eye  conditions  is  sharpened  and  made  more  effective  when  there  is 
enough  nursing  service  in  the  school  for  the  nurse  to  give  the 
teacher  sufficient  help  in  developing  her  ability  to  make  such  ob- 
servations; also,  as  many  teachers  will  tell  you,  to  motivate  them 
to  do  this  by  a  frequent  evidence  that  something  is  done  about  such 
conditions  when  the  teachers  do  observe  them. 

I  wonder  if  we  won't  have  to  rely  more  and  more  upon  the  nurse's 
interpretation  to  the  teacher  as  each  case  of  defective  sight  among 
her  pupils  comes  up — the  interpretation  of  the  diagnosis,  prognosis, 
treatment  and  recommendations — rather  than  to  try  to  have  the 
teacher  given  enough  pre-service  education  in  her  teacher  training 
institution  to  cover  the  situation  for  her. 

No  one  appreciates  more  keenly  than  I  do  the  desirability  of 
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teaching  teachers  everything  we  can  about  eyes  in  teacher  educa- 
tion institutions.  Each  of  the  five  years  that  I  spent  as  an  in- 
structor in  such  institutions  made  me  feel  this  more  and  more 
keenly,  but  the  prospects  are  not  encouraging.  The  indications  are 
now  that  it  is  going  to  be  harder  rather  than  easier,  to  get  the  neces- 
sary time  to  cover  even  the  positive  eye  health  information  and  the 
fundamentals  of  lighting  and  its  management,  which  every  teacher 
must  have  for  the  safety  of  every  one  of  her  pupils  every  day  of  the 
year  that  she  is  with  them.  True,  the  length  of  time  required  for 
teacher  preparation  is  being  increased,  but  at  the  same  time  there 
is  a  still  greater  increase  in  the  amount  of  time  required  for  general 
subjects  and  less  time  allowed  for  specialties. 

Considering  our  lack  of  success  in  getting  enough  time  allowed 
for  eye  work,  even  in  the  courses  preparing  nurses  for  public  health 
work,  where  health  is  the  first  line  of  interest,  it  is  hard  to  antici- 
pate much  more  success  in  teacher  preparation  courses  where 
health  must  compete  with  eight  or  ten  other  lines  of  primary 
importance.  How  many  of  our  approved  courses  in  public  health 
nursing  give  even  the  minimum  of  eight  clock-hours  to  include 
what  the  nurse  should  know  in  order  to  be  able  to  co-ordinate  the 
physical  condition  with  the  eye  condition,  the  close  follow-up  care, 
to  interpret  its  relations  to  both  parents  and  educators?  Until 
our  schools  of  nursing  include  more  anatomy  and  physiology  of  the 
normal  eye  and  more  of  the  principles  of  preservation  of  normal 
vision  and  lighting,  the  public  health  nursing  course  will  have  to 
give  considerable  review,  at  least,  of  these  topics. 

A  definite  provision  must  be  made  for  the  public  health  nursing 
students  to  practice  under  supervision  as  well  as  to  see  demon- 
strated the  visual  acuity  tests.  Enough  of  the  courses  are  giving 
this  much  work  to  prove  that  it  is  a  practical  requirement. 

In  addition  to  this  minimum  for  every  public  health  nurse,  it  is 
desirable  to  provide  for  those  continuing  their  education  a  four- 
semester,  hour  course,  such  as  that  sponsored  here  in  the  city  for 
several  years  by  the  bureau  of  prevention  of  the  State  Commission, 
called  a  survey  of  eye  conditions.  Superintendents  and  principals 
are  showing  an  increasing  tendency  to  ask  the  nurse,  rather  than 
the  physician  or  the  classroom  teacher,  to  do  the  visual  acuity  test. 
The  administrative  difficulties  and  expense  of  arranging  for  reliev- 
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ing  the  teacher  of  her  classroom  is  undoubtedly  a  contributing 
cause,  but  the  main  one  usually  is  their  feeling  that  the  nurse  does 
do  it  better.  One  of  them  called  attention  to  the  fact  that  even  if 
the  teacher  and  the  nurse  are  equally  well  prepared  to  do  the  visual 
acuity  testing,  the  nurse  would  soon  be  able  to  do  it  better,  as  the 
teacher  has  only  30  or  40  opportunities  a  year  to  use  the  test, 
while  the  nurse  has  a  thousand  or  two,  and  at  frequent  intervals 
during  the  year  instead  of  just  occasional  opportunities. 

Returning  to  our  check  of  the  recommendations  made  in  Con- 
serving the  Sight  of  School  Children,  adequate  medical  service  should 
be  available  for  all  children  with  visual  defects;  nursing  service 
helps  realize  this  aim.  It  is  only  infrequently  obtained  without  it. 
Since  the  nurse  should  be  and  usually  is  better  informed  about 
lighting  than  most  parents  and,  unfortunately,  than  many  teachers, 
she  has  wonderful  opportunity  for  service  in  noticing  adverse  con- 
ditions and  getting  something  done  about  them.  Any  home  call 
where  there  is  a  child  of  such  school  age  that  he  may  be  doing  home 
study  should  be  an  opportunity  to  the  nurse  to  check  with  his 
mother  on  the  conditions  under  which  he  studies,  both  as  to  light- 
ing, natural  and  artificial,  and  as  to  the  type  of  chair  and  table 
that  he  uses.  In  these  home  calls,  too,  the  nurse  has  an  oppor- 
tunity to  contact  many  homes  into  which  other  public  health 
nurses  do  not  go,  and  she  has  an  opportunity  to  discover  preschool 
children  with  squint  and  refer  them  to  the  proper  agencies. 

In  the  school,  by  interesting  the  physics  teacher  in  requisitioning 
a  light  meter,  she  stimulates  better  teaching  on  lighting  in  that 
class  and  makes  it  possible  to  borrow  the  meter  from  him  for 
demonstrating  and  teaching  in  other  classrooms.  At  times  in  my 
life  as  a  health  supervisor,  I  have  doubted  there  was  any  power  on 
earth  that  could  make  certain  teachers  roll  up  their  shades  when 
they  should,  but  I  have  seen  some  near-miracles  worked  by  the  use 
of  the  light  meter. 

The  greatest  contribution  of  the  nurse  to  the  whole  sight  con- 
servation program  is,  we  think,  in  parent  education — education 
to  positive  eye  health,  good  general  hygiene  and  cleanliness ;  edu- 
cation to  the  early  treatment  of  physical  defects,  such  as  infected 
tonsils,  sinuses  and  teeth,  to  prevent  eyes  from  becoming  involved; 
education  to  general  systemic  conditions,  such  as  faulty  nutrition, 
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syphilis  and  diabetes,  in  relation  to  the  eyes;  and  finally,  education 
in  the  care  of  eye  defects  and  in  adjustment  of  living  procedures 
for  children  who  have  eye  defects. 

Here,  again,  in  the  follow-up  and  parent  education  work,  the 
value  of  full,  up-to-date  eye  records  is  obvious.  It  is  hard  for  a 
nurse  to  be  convincing  when  she  is  talking  to  parents,  if  she  lacks 
full  information  about  the  child's  condition. 

In  this  part  of  the  program,  as  well  as  in  all  the  other  parts  of  it, 
what  the  public  health  nurse  can  do,  working  in  the  schools,  for 
prevention  and  conservation  is  limited  only  by  four  factors:  first, 
her  knowledge  about  eyes  and  lighting;  second,  her  inward  urge  to 
do  something  about  eye  conditions.  (This  force  is  usually  in 
direct  ratio  to  the  first  factor,  that  is  her  knowledge.)  The  third 
factor  that  may  limit  her  is  her  ability  to  share  this  knowledge  and 
this  urge  for  action  with  those  who  do  not  have  one  or  the  other  to 
the  same  degree  that  she  has.  The  fourth  factor  that  may  limit  her 
is  the  lack  of  sufficient  time  to  spend  in  the  schools  and  in  the  homes 
to  take  the  infinite  pains  necessary  to  do  the  type  of  observation,  to 
make  the  kind  of  vision  tests,  to  do  the  teaching  and  the  repeated 
teaching  necessary  for  successful  sight  conservation  work.  This 
last  factor  is  usually  beyond  the  nurse's  own  control. 

Just  as  the  two  organizations  meeting  here  this  morning  have 
already  done  so  much  to  relieve  us  of  the  first  three  limitations, 
they  could  help  immeasurably  with  this  last  factor  by  sponsoring  to 
the  public  and  the  employers  of  nursing  services  an  increased  time 
budget  for  the  nurses'  school  work,  to  allow  for  this  type  of  service. 

Chairman  Deming:  Miss  Grant  is  listed  as  the  director  of  the 
Bureau  of  Public  Health  Nursing  in  New  York  City,  which,  as 
some  of  you  know,  has  the  largest  staff  of  public  health  nurses 
gathered  in  any  one  place  in  the  whole  world.  Naturally,  those  of 
us  in  the  National  Organization  for  Public  Health  Nursing  think 
of  Miss  Grant  as  the  president  of  our  organization.  I  can  assure 
you  during  this  past  year  of  changing  staff  and  big  problems  Miss 
Grant  has  been  both  a  great  friend  and  a  wise  counselor. 
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How  Public  Health  Nursing  Conserves  Sight  Through 
Work  in  Health  Departments 

Amelia  Grant,  R.N. 

Bureau  of  Public  Health  Nursing,  New  York 

Miss  Deming  has  said  that  we  have  a  large  staff  of  nurses  in  the 
New  York  City  Health  Department.  Perhaps  that  is  one  of  the 
reasons  that  we  have  so  great  an  opportunity  to  do  something 
about  the  prevention  of  blindness  and  sight  conservation. 

All  that  Miss  Swanson  has  said  about  the  opportunities  of  the 
nurse  in  the  school,  of  course,  would  relate  to  Health  Department 
nurses  in  New  York  City,  since  the  school  medical  service  is  under 
the  Department  of  Health  and  our  nurses  carry  on  this  work  in  the 
schools.  I  heartily  agree  with  all  that  Miss  Swanson  said.  There 
is  much  that  can  and  should  be  done  for  this  particular  age  group, 
and  yet  relatively  little  is  actually  done,  largely  because  of  lack 
of  time.  Of  course,  as  she  has  said,  lack  of  knowledge  is  also  a 
factor.  I  suppose  for  every  specialty  in  the  world  with  which 
public  health  nurses  are  called  upon  to  assist,  they  need  more 
knowledge,  and,  certainly,  we  need  very  much  more  nurse-time 
in  every  school  system. 

However,  in  spite  of  these  two  needs — more  time  and  more 
knowledge — I  believe  that  we  do  a  great  deal  to  care  for  the  eyes 
of  school  children,  and  our  program  is  similar  to  that  described 
by  Miss  Swanson.  When  I  thought  particularly  of  exactly  what 
we  do  in  relation  to  the  prevention  of  blindness  or  of  sight  conser- 
vation, it  seemed  to  me  that  our  program  was  rather  more  of  an 
indirect  nature  than  a  direct  program.  There  is  little  in  the  health 
department  that  would  be  labeled  sight  conservation  work;  yet, 
actually,  every  single  one  of  our  programs  has  to  do  with  sight 
conservation  in  some  way.  Much  of  the  prenatal  work,  the  infant 
welfare  work,  the  communicable  disease  service,  and,  certainly, 
the  tuberculosis  and  venereal  disease  services,  and,  in  fact,  every 
service  that  we  carry,  contribute  to  the  prevention  of  blindness  and 
probably  saves  many  people  from  this  tremendous  handicap. 

In  the  prenatal  program,  the  reduction  in  the  number  of  toxic 
cases  is  one  factor.  The  finding  of  persons  already  infected  with 
gonorrhea  or  syphilis  and  the  proper  treatment  of  those  persons 
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during  the  prenatal  period  certainly  prevents  children  from  being 
infected  and  possibly  becoming  blind.  In  this  same  program  the 
supervision  which  has  had  to  take  place  in  order  to  enforce  the  law 
for  prophylaxis  is  important,  and  the  supervision  of  midwives  has 
also  contributed  to  its  effectiveness. 

Furthermore,  there  is  the  teaching  of  the  mother  in  relation  to 
the  care  of  the  newborn  baby,  which  is  another  valuable  part  of 
the  program.  In  the  infant  welfare  service,  the  same  is  true.  We 
teach  the  mother  the  necessity  for  immediate  and  proper  treatment 
for  any  infection  of  the  baby's  eyes;  the  prevention  of  accidents 
which  may  cause  blindness;  what  type  of  toy  is  safe;  the  proper 
protection  of  the  baby's  eyes  not  only  from  strain,  but  from  in- 
fections ;  and  the  treatment  of  eye  conditions  which  may  be  serious. 

The  instruction  which  we  give  in  relation  to  diet  probably,  to 
some  degree,  prevents  diseases  of  the  eye.  While  the  nurse  does 
not  actually  prescribe  the  diets,  her  work  is  most  important  in  that 
she  must  interpret  the  need  for  proper  food  to  the  mother  and  in- 
terest her  in  following  the  recommended  diet.  She  teaches  the 
mother  how  to  get  the  child  to  develop  correct  food  habits,  and 
she  also  teaches  her  to  prepare  the  food  and  other  details  necessary 
to  insure  proper  feeding.  There  are  innumerable  opportunities 
for  the  nurse  to  teach  and  help  the  mother. 

I  think  that,  without  doubt,  one  of  the  largest  contributions 
made  by  the  health  department  nurses  is  through  the  follow-up 
for  the  treatment  of  congenital  syphilis  cases.  As  you  know,  in 
all  of  the  prenatal  clinics  a  routine  Wassermann  test  is  taken  and 
babies  known  to  be  born  of  mothers  with  a  positive  Wassermann 
reaction  are  reported  to  the  infant  welfare  station,  and  every 
effort  is  made  to  keep  them  under  treatment.  This,  certainly,  is 
very  direct  participation  in  a  program  for  the  prevention  of 
blindness. 

The  school  service  I  need  not  speak  of  further,  since  the  nurse's 
opportunities  in  the  school  have  already  been  described.  The 
school  service  is  probably  the  one  service  which  has  a  definitely 
planned  program  for  the  protection  of  eyesight  and  the  prevention 
of  disease  and  blindness. 

In  the  tuberculosis  service,  the  recognition  of  eye  conditions 
developing  from  tuberculosis  and  the  proper  treatment  of  such 
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conditions  are  important.  Furthermore,  in  this  service  we  not  only 
come  in  contact  with  children,  but  we  serve  a  large  adult  group, 
and  there  is  an  opportunity  to  teach  adults  about  the  conservation 
of  vision,  the  prevention  of  eyestrain  and  the  proper  care  of  the  eyes. 
I  wish  that  every  nurse  who  qualifies  for  a  public  health  position 
could  know  very  much  more  about  the  care  of  the  eyes,  and  I  wish 
that  we  could  have  more  time  and  could  stress  this  particular  part 
of  our  program  very  much  more  than  is  possible  at  present.  Yet, 
as  we  are  now  organized,  through  each  of  our  general  services  we 
are  really  making  a  definite  contribution  to  this  phase  of  public 
health  work,  and  many  of  the  nurses  are  quite  aware  of  their  op- 
portunities and  are  rendering  a  worthwhile  service  in  this  field. 

Chairman  Deming  :  On  the  stage  we  have  become  accustomed 
to  thinking  of  an  eternal  triangle  and  in  public  health  nursing 
there  is  at  the  present  time  an  eternal  triangle  which  I  hope  will 
be  always,  as  Dr.  Eliot  suggested,  an  effective  triangle;  the  sides 
of  this  triangle  are  the  school  nurse,  the  nurse  in  the  health  depart- 
ment and  the  nurse  working  in  the  private  agency.  The  private 
agency,  as  we  have  seen  it  developed  in  the  United  States,  has  a 
greater  flexibility,  as  a  rule,  and  a  greater  opportunity  to  experi- 
ment than  is  usually  the  case  with  the  public  agency,  either  the 
Department  of  Education  or  the  Department  of  Health. 

When  one  service  is  taken  over  by  a  public  agency,  it  is  a  real 
opportunity  and  duty  of  the  private  agency  to  step  up  into  a  new 
field.  It  is  and  should  be  the  pioneering  group.  There  is  no  one 
I  know  of  who  knows  more  about  public  health  nursing  in  the 
private  agency  than  Miss  Gertrude  Bowling. 

How  Public  Health  Nursing  Conserves  Sight  Through 
Work  in  Visiting  Nurse  Associations 

Gertrude  H.  Bowling,  R.N. 

Executive  Director,  Instructive  Visiting  Nurse  Society,  Washington 

In  most  communities  we  are  not  so  fortunate  as  you  are  in  New 
York  in  having  the  leadership  of  a  big  bureau  of  public  health 
nursing  such  as  has  been  established  here.  We  do  not  have  many 
of  the  other  facilities  in  smaller  cities,  even  in  the  nation's  capital. 
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I  think  there  are  certain  things  that  the  private  agency  can  do. 
I  think  in  some  instances  they  have  neglected  some  of  these  fields. 
I  felt  strongly  for  a  long  time  that  there  is  an  opportunity  in  the 
private  agency  through  its  influential  board  of  directors,  men  and 
women  who  are  influential  in  the  communities,  to  work  for  broad 
legislative  programs  which  affect  this  whole  field  directly  or  in- 
directly. I  am  thinking  specifically  of  the  difficulty  in  publicity 
in  the  social  hygiene  program.  We  had  a  dramatic  instance  here 
in  New  York  State  when  the  Commissioner  was  turned  off  the  air 
not  so  many  months  ago. 

Public  health  nurses  in  the  private  agency,  of  course,  do  have 
great  opportunities,  visiting  as  they  do  from  several  hundred  to 
several  thousand  homes  every  day,  invited  into  those  homes,  very 
often,  because  there  is  some  actual  personal  service  to  give.  They 
may  be  called  in  because  someone  is  ill;  or  for  prenatal  care;  or 
for  instruction  in  nutrition ;  or  for  preschool  work.  I  feel  that  the 
public  health  nurse  in  the  private  agency  as  well  as  in  the  public 
agency  has  an  exceptional  opportunity  to  carry  that  program 
which  may  be  turned  off  the  air — to  interpret  it  in  an  easy,  natural 
way  to  the  mother  in  the  home,  to  the  father,  to  the  growing  chil- 
dren. And  when  she  gives  prenatal  care  to  the  mother  and  ex- 
plains why  her  doctor  wants  her  to  come  regularly  to  his  office  or 
regularly  to  the  clinic,  why  these  tests  are  helpful  and  valuable  and 
important,  not  only  to  the  mother  but  to  the  child  who  is  coming, 
she  is  working  towards,  I  think,  the  broad  general  educational 
program. 

All  public  health  nurses  have  general  information — some  of  it  is 
specific,  much  of  it  is  vague.  As  has  been  said  by  one  of  the  pre- 
vious speakers,  a  nurse  cannot  teach  that  of  which  she  is  not 
thoroughly  aware.  I  believe  there  is  need  for  an  intensive  educa- 
tional program  for  staffs  along  the  lines  of  prevention  of  blindness — 
whether  it  comes  in  connection  with  the  problem  of  nutritional  dis- 
orders, or  of  prenatal  care,  or  of  ophthalmia  neonatorum,  or  of 
keratitis,  or  syphilis  in  the  preschool  child.  Such  an  intensive 
program  for  the  information  of  the  public  health,  as  well  as  the 
private  nurse,  should  be  clearly  defined  and  is  adequate  to  make 
her  thoroughly  familiar  with  sources  and  with  material  so  that 
when  she  attempts  to  teach  scientific  material  she  is  able  to  teach 
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it  accurately.  I  believe  such  a  program  is  one  of  the  things  that 
the  private  visiting  nurse  associations  can  undertake  that  perhaps 
up  to  date  has  not  been  adequately  done. 

The  other  point  which  I  have  is  the  question  of  community  re- 
sources and  the  use  which  the  visiting  nurse  makes  of  them.  The 
visiting  nurse  is  concerned  not  only  with  a  patient  who  is  ill,  but 
with  the  whole  family.  She  has  a  very  unusual  opportunity  to  do 
team  work  with  the  community  agencies — the  nurses  of  the  health 
department  coming  in  for  the  tuberculosis  program  or  for  the  com- 
municable disease  program,  the  school  nurse  coming  in  for  the 
school  defects — but  unless  she  is  aware  of  these  things,  unless  she 
is  consciously  trying  to  do  the  sort  of  team  work  necessary,  unless 
she  knows  the  community  resources  and  utilizes  them,  she  is  really 
nothing  more  than  a  bedside  nurse.  There  is  an  opportunity  for 
co-operation  for  all  of  our  private  visiting  nurse  associations,  and  I 
think  there  is  great  room  for  improvement  in  most  of  them. 

Visiting  nurse  associations  have  an  opportunity  to  work  toward 
community  improvement — sometimes  through  boards  of  directors, 
sometimes  through  medical  and  nursing  groups  and  sometimes 
through  both. 

Chairman  Deming:  Happily  enough,  Miss  Bowling  presented 
the  very  points  I  was  planning  to  take  up  as  the  summary  of  this 
meeting. 

Mrs.  Rosemary  Mackay  (Elizabeth,  N.  J.) :  I  should  like  to 
ask  Miss  Swanson  if  she  thinks  the  Snellen  chart  is  adequate  in 
eye  testing  in  schools. 

Miss  Swanson:  I  think  there  are  a  lot  of  people  here  who  can 
answer  that  better  than  I  can.  Our  state  program  still  advocates 
its  use. 

Dr.  Emily  Pratt  (Albany,  N.  Y.) :  At  the  present  time  I  think 
the  Snellen  chart  is  adequate,  and  is  accepted  as  a  basis  on  which 
to  determine  the  effect  of  vision,  but  to  the  adequacy  of  the  Snellen 
chart  must  be  added  the  efficiency  of  the  school  nurse,  teacher  or 
whoever  is  acting  as  technician  in  making  the  tests.  Much  de- 
pends upon  that  individual.  Much  depends  upon  the  individual 
who  has  the  school  children  under  her  observation  daily  to  de- 
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termine  whether  or  not  symptoms  of  eyestrain  are  developing,  and 
you  all  know  what  symptoms  of  eyestrain  are.  So  although  we  are 
still  recommending  the  Snellen  chart  for  determining  visual  acuity, 
we  are  likewise  emphasizing  and  re-emphasizing  the  importance  of 
making  a  very  careful  test,  and  also  watching  very  carefully  for 
symptoms  of  eyestrain  in  the  school  child. 

Mrs.  Mackay:  I  thought  there  was  a  more  up-to-date  ap- 
paratus.    Isn't  there? 

Mr.  Carris:  Yes,  there  are  a  number  of  tests,  but  there  is 
nothing  which  has  been  so  far  approved  by  the  ophthalmological 
profession  as  a  substitute  for  the  Snellen  test.  It  must,  of  course, 
be  recognized  that  the  Snellen  chart  is  used  only  as  a  screening  out 
process,  and  probably  a  number  of  children  with  some  defects  of 
vision  are  missed.  Naturally,  there  is  no  real  substitute  for  a  care- 
ful examination  by  one  who  knows  just  how  to  do  it,  but  the  Snellen 
test  is  a  help  in  determining  the  gross  cases  of  deviation  from  nor- 
mal vision.  There  are  many  things,  of  course,  which  should  be 
taken  into  consideration  in  giving  the  test  and  in  judging  results, 
as  Dr.  Pratt  has  said. 

Miss  Lillian  Hudson  (Columbia  University) :  I  should  like  to 
ask  a  question  before  the  meeting  adjourns.  I  wonder  if  there  have 
been  any  experiments  to  determine  any  situations  where  a  group 
of  children  tested  by  the  Snellen  test  have  been  checked  by  an 
expert  to  determine  how  serious  the  number  of  oversights  are. 

Dr.  William  F.  Snow  (American  Social  Hygiene  Association) : 
I  think  something  has  been  done  in  Philadelphia.  A  good  many  of 
the  universities  have  done  something  with  their  health  service. 
I  think  Dr.  Deal  has  something  he  did  on  a  certain  number,  and  the 
University  of  California  has  done  something.  I  think  Miss  Kerby 
would  find  (I  don't  know  whether  it  has  been  published)  some 
rather  interesting  data  from  the  U.  S.  Army.  The  work  was  done 
during  the  war  period.  It  shows  this  point  of  the  Snellen  testing 
which  we  sometimes  fail  to  realize.  It  is  merely  our  way  of  getting 
the  patient  or  the  agent  to  tell  what  he  sees  or  thinks  he  sees.  In 
the  army,  especially  facing  active  service,  a  soldier  is  very  eager  to 
see  everything  there  because  it  gets  him  by,  he  gets  admitted  to  the 
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army.  We  have  used  the  Snellen  test,  as  mentioned,  as  a  screening 
process.  We  have  also,  so  far  as  we  had  ophthalmologists  or  had 
any  skill  in  the  Medical  Corps  available,  had  them  check  the  re- 
sults, and  there  have  been  some  very  interesting  ones  sent  to  the 
Surgeon  General's  office  as  to  how  far  we  can  use  the  general  test, 
which  I  think  would  be  comparable  to  the  teacher  using  the  Snellen 
test  chart,  using  his  information  which  he  gained  from  the  use  of 
the  Snellen  chart.  I  should  say  the  test  showed  a  very  high  per- 
centage of  efficiency  where  the  patient  or  the  pupil  and  the  teacher 
examining  the  pupil  are  at  ease  and  are  trying  carefully  to  make  an 
accurate  observation. 

Dr.  Pratt:  May  I  add  a  word?  After  the  close  of  this  school 
year  we  hope  to  have  a  very  definite  picture  from  one  of  the  fair- 
sized  cities  in  the  state,  which  will  show  us  the  Snellen  testing  by 
the  school  nurse  or  by  the  school  nurses,  giving  a  composite  picture 
of  the  nurses'  work,  together  with  the  ophthalmological  examina- 
tion of  one  ophthalmologist,  the  ophthalmological  examination  to 
consist  of  a  retinoscopic  examination  with  a  plus  one  lens,  an 
ophthalmoscopic  examination  and  muscle  tests  and  color  tests. 

Chairman  Deming:  Are  there  any  other  questions?  If  not, 
I  think  we  may  thank  our  speakers,  as  I  said,  for  a  very  rich  feast, 
and  I  hope  that  we  shall  not  be  just  blotting  papers  and  go  off  and 
absorb  all  this  information  for  our  own  benefit,  but  that  we  will 
give  it  forth  into  the  channels,  avenues  and  places  where  it  will  be 
most  effective. 
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